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N. E. BRANCH OF AMERICAN UROLOGICAL ASSN. 


A CONGENITAL POLYCYSTIC KIDNEY DUPLEX 


BY FRANK H. WASHBURN, M.D.* 


eon 


Photograph of autopsy specimen. 








Congenital polycystic dis- 


ease of the kidneys. Case of Dr. Frank H. Washburn. 


HAVE a specimen illustrating bilateral con- 
genital polyeystie kidney duplex. This was 
removed at autopsy two or three months ago 
and is now somewhat shrunken. The case has 
been reported and will be published in the 


*Washburn—Surgeon, Holden District Hospital. For record 
and address of author see ‘This Week’s Issue’’, page 691. 





Journal of Urology. I thought the specimen 


might interest you. 

These uretero-pyelograms taken before death 
are rather indistinct, the patient was exceedingly 
stout and difficult to control on the table. (One 
x-ray taken after death shown.) 
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LYMPHOSARCOMA OF BOTH TESTICLES 
METASTATIC FROM THE NASOPHARYNX?} 


BY FLETCHER H. COLBY, M.D.{ 


N May, 1929, the following case was seen on 

the genito-urinary service at, the Massachu- 
setts General Hospital. The patient was a jani- 
tor 62 years old who complained of swelling 
of both testicles. He was said to have always 
enjoyed good health with no previous serious 

+From the Genito-Urinary Service of the Massachusetts Gen- 
eral Hospital. 

tColby—Assistant Urologist, Massachusetts General Hospital. 


For record and address of author see ‘‘This Week’s Issue’, 
page 691. 





illnesses. Five weeks before admission to the 
hospital he had first noticed a swelling of the 
left testicle. One week later the right testicle 
had become similarly enlarged. No pain or dis- 
comfort had been present, nor had there been 
any previous injury. During the last year he 
had lost 20 pounds in weight but there had been 
no other symptoms. 


Examination showed an elderly individual in ex- 
cellent general condition. No physical abnormalities 
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were evident except in the scrotum. Both testicles 
were enlarged to about the size of lemons, that on 
the left being slightly larger than the right. They 
were smooth, symmetrical, firm in consistency, dis- 
tinctly heavy; quite evidently the seat of tumor 
formation. Both spermatic cords felt normal. The 
blood Wassermann report was negative. 

Closer questioning into the patient’s past history 
elicited the fact that eight months previously he 
had been treated at the Eye and Ear Infirmary for 
a tumor of the nasopharynx. He had considered 
himself cured of this condition, however, and had 
placed no particular importance on it in relation 
to the testicular condition. The records of the 
Eye and Ear Infirmary revealed that the right nos- 
tril had been filled with a mass of soft tissue ex- 
tending into the nasopharynx and involving the 
sinuses of that side. Pathological study of tissue 
removed from the nasal mass showed a rapidly grow- 
ing neoplasm of high malignancy diagnosed as car- 
cinoma. Radium in the form of gold seeds (960 milli- 
curie hours) implanted in the tumor had caused the 
complete disappearance of any sign of new growth. 

On May 20, 1929, bilateral orchidectomy was per- 
formed under spinal anaesthesia. 

Pathological Report: “The specimen consists of 
both testicles. They are symmetrically enlarged and 
approximately equal in size, the right measuring 
7 x 8.5 x 4.5 em., the left 7.5 x 9x 5 cm. The sur- 
face is smooth and rounded and soft in consistency. 
On section the right testicle is seen to consist of a 
homogeneous, soft, greyish tissue with a number of 
irregular, firm, yellowish areas suggesting necrosis. 
The left testicle on section shows a soft, friable, 
pinkish tissue. The epididymes are not involved. 
Microscopic examination: Sections from the right 
testicle show a uniform tumor tissue composed of 
loosely packed, small, rounded cells closely re- 
sembling lymphoblasts and showing numerous mi- 
totic figures. There is very little stroma. Sections 
from the left testicle reveal that the tissue is largely 
necrotic, only a small zone around the larger ves- 
sels being preserved. The cells here, however, close- 
ly resemble those composing the tumor of the right 
testicle. No normal testicular tissue can be iden- 
tified. The tumor is classed as a rapidly growing 
and highly malignant lymphosarcoma. 

A study of sections from the nasopharyngeal tu- 
mor, which had been removed eight months ago, 
shows a very close resemblance to the testicular 
tumors and strongly suggests that it is the same 
tumor.” 

For about two months after operation the patient’s 
general health was excellent, no evidence of tumor 
recurrence was present, nor was there any sign of 





lymph node involvement. Two weeks later, how- 
ever, a mass could be felt in the right lower quadrant 
although x-ray of the skull, chest, and long bones 
failed to reveal any metastases. About six weeks 
later a recurrence of the original tumor in the naso- 
pharynx became evident which involved the septum, 
and later the epiglottis and larynx. The mass in 
the right lower quadrant increased in size and sub- 
cutaneous tumor nodules made their appearance on 
the feet. 

This patient has received a considerable course 
of x-ray treatment starting two weeks after the re- 
moval of the testicles and continuing up to the pres- 
ent time. In spite of this, new metastatic tumor 
areas have repeatedly occurred and the general 
condition has grown progressively worse. Implanta- 
tion of radium in the recurrent nasal tumor, how- 
ever, resulted in a considerable degree of local im- 
provement. 

The case is one of primary lymphosarcoma of the 
nasopharynx with the unusual feature of bilateral 
metastatic involvement of both testicles. 


DISCUSSION 


Dr. Herman L. KretscHMer (Diseussing Dr. 
Colby’s paper): At the Central Free Dispen- 
sary at Rush Medical College, a man walked in 
one evening complaining of painless hematuria, 
and gave a history that he had some sort of 
nasal operation performed in the past. We 
eystosecoped this man, found a papilloma in his 
bladder which we fulgurated, and assumed that 
the hematuria was due to this papilloma. We 
then investigated his nasal condition. He had 
been treated in New York at the General Me- 
morial, for a cancer (so-called) of the nose, for 
which he had had a lot of radium. In the Nose 
and Throat Department at the Central Free 
Dispensary they had removed a tumor of the 
nose which they assumed was a recurrence, hut 
histological examination of the specimen which 
was removed showed hypernephroma. After 
that, we cystoscoped him again and made a set 
of pyelograms showing a left hypernephroma 
and the papilloma which we had fulgurated was 
gone. So this man had the unusual combination 
of hypernephroma which had metastasized to 
the nose, and a papilloma. Without careful 
study we might have missed this interesting 
observation. 


i, 
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A BALL OF HAIR IN THE URETHRA; A LATE 
COMPLICATION OF THE BUCKNALL OPERATION 
FOR HYPOSPADIAS* 


BY VINCENT VERMOOTEN, M.D.t 


INTRODUCTION 


N 1920 Churchman’ reviewed briefly twelve 
different operations which had been devised 
for the cure of hypospadias and showed why sur- 
gically they were not satisfactory. 
He advocated the Bucknall type of operation 


*From the Department of Surgery, Yale University, and the 
Urological Clinic of the New Haven Hospital. 

7Vermooten—Associate Surgeon, New Haven Hospital and 
New Haven Dispensary. For record and address of author 
see ‘‘This Week’s Issue’’, page 691. 





as most nearly satisfying all the principles of 
plastic surgery. Harvey” later modified this pro- 
cedure so that it could be applied to all forms 
of hypospadias and not to the penoscrotal type 
alone. In this communication he records two 
patients treated in this way. 


We have been fortunate in seeing one of these 
cases eight years after the original plastic oper- 


ation. It is a late complication which developed 
in this instance that we wish to report. 
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CASE REPORT 


G. C. was first seen on account of a penile hypo- 
spadias in June, 1921 at which time he was eleven 
years old. The prepuce was the usual “hood type.” 
The frenum was absent. The fossa navicularis was 
represented by a small cul-de-sac. The urethra opened 
on the under side of the penis 1 cm. back of the 
balano-prepucial fold. The first stage of the opera- 
tion was performed June 24, 1921, when the urethra 
was split down to the penoscrotal junction thus con- 
verting a penile into a complete penoscrotal hypo- 
spadias. A flap was outlined on the scrotum as in a 
Bucknall repair and a new urethra constructed to the 
base of the glans. At the end of the operation an 
inlying catheter was inserted but as it did not work 
very well it was removed the second day post-opera- 
tive. 

On August 28, 1921 the patient was readmitted to 
the hospital for the second stage. At this time he 
was suffering from enuresis as well as diurnal fre- 
quency and urgency. The penis was adherent to the 
scrotum except for a large sized artificial lumen be- 
tween them which acted as the new urethra. Two 
days later a scrotal flap was turned up leaving the 
new urethra attached to the penis and the defect in 
the scrotum closed. 

A year later a second plastic operation was done to 
free the penis still further from the scrotum. At 
that time there was a small pinpoint fistula just back 
of the glans. 

The patient was apparently well during the next 
six and a half years. In February 1929, he was again 
seen, this time on account of an acute, sharp smart- 
ing pain in the end of the penis during and at the 
end of urination. This had been present for several 
weeks. 

Examination showed a small fistula just back of 
the glans penis from which some drops of urine es- 
caped when the patient voided. About one centi- 
meter proximal to the coronal sulcus on the under 
surface of the penis one could feel a tender, stony 
hard mass about 1144x1x1 cm. in size. Passing a 
probe into the urethra one could readily obtain the 
characteristic grating sensation of a calculus. 

An x-ray film (Figure I) of the penis showed a 
shadow much denser than one would normally ex- 
pect from a calcific deposit. 





FIG. I. An x-ray film of the penis showing the location, 
size and shape of the foreign body as well as its great density. 


Under butyn anaesthesia the anterior portion of 
the urethra was readily dilated to a No. 26 F. sound. 
An endoscope could not be passed far enough to 
expose the foreign body due to the redundant folds 
of the urethral mucosa. It was, however, readily 
grasped with an alligator forceps and the instrument 
withdrawn. On withdrawal several coarse black 
hairs, one to two centimeters long were obtained. 





A Kelly clamp was then introduced and after some 
difficulty the entire foreign body (Figure II) was re 
moved in one piece. On further examination this was 
found to be a ball of hair in which on chemical an- 
alysis, calcium phosphate had been deposited. 





FIG. II. Photograph of the foreign body after its removal 
from the urethra. Note the few loose hairs which were first 
removed. 

An x-ray film of the foreign body after its removal 
(Figure III) showed the individual hairs to be very 





FIG. Ill. An x-ray film of the foreign body after removal 
showing the opacity to the roentgen rays of the individual hairs. 


opaque to the Roentgen rays which would account for 
the intense density of the original shadow. 

The patient is now free from urinary symptoms. 
The minute fistula which inconveniences him very 
little still persists. 


COMMENT 


Caleuli in the urethra are not at all uncommon 
findings. LeComte* reports seven eases of his 
own; he mentions one case in which the stone 
weighs as much as 390 gm. and measures 9 em. 
in diameter and also quotes the analysis of 360 
cases which Englisch collected. Practically all 
these calculi come from the upper urinary tract 
and lodge behind an old stricture or become im- 
pacted in the urethra. Primary urethral caleuli 
are extremely rare. 

Urethral foreign bodies of various kinds have 
been reported from time to time. Tierny* re- 
ports the finding of a hairpin in the urethra 
while Levy® reports the presence of a hatpin in 
the male urethra. Bonnet and Simonnet® re- 
moved a twig of wild garlic while Von Lichten- 
berg’ discusses the removal of a broken catheter. 
The presence of a foreign body of a nature sim- 
ilar to the one described above can of course 
only be found as the end result of a plastie op- 
eration. 

The fact that no other cases similar to this 
have been reported makes one think that either 
it is not a very common complication of an op- 
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eration which is apparently ideal in all other re- 
spects or that the procedure is only very seldom 
carried out. 


Whether permanent epilation of a portion of 
the scrotum is actually possible preliminary to 
this operation is very questionable. In skin 
which has been radiated sufficiently to cause the 
development of telangiectases or which has be- 
come tanned and shows a brawny induration we 
still find hair growing. The hair over the scro- 
tum in these instances is very coarse and pure 
white. Then too, even with good screening it 
seems that it would be a difficult matter to pro- 
tect the testicles satisfactorily. 

Unfortunately we have lost track of the other 
‘ase reported by Dr. Harvey’ otherwise it might 
give us some interesting information. In his 


<i> 





article he mentions the fact that subsequently 
hair might possibly grow in the new urethra. 


SUMMARY 

A case is reported in which a modification of 
the Bucknall repair for Hypospadias was done 
and eight years later a ball of hair, in which eal- 
cium phosphate had been deposited, was removed 
from the urethra. 

In conclusion, I wish to thank Dr. S. C. Harvey for 
the privilege of reporting this case and for the details 
of the early operative procedures. 


REFERENCES 
1 Churchman, J. L.: Ann. Surg., 1xxi, 486, 1920. 
2 Harvey, S. C.: Ann. Surg., lxxvii, 572, 1923. 


} LeComte, R. M.: Ann. Surg., 1xxxix, 400, 1929. 
4 Tierny: Bull. Soc. frane d’urol., vi, 219, 1927. 
5 


Levy, C. S.: Jour. Amer. Med. Assoc., Ixxxii, 1863, 1924. 
6 Bonnet, A., and Simonnet, M.: Montpellier med., xlviii, 452, 
1926. 


7 Von Lichtenberg, A.: Ztschr-f. Urolog. chir., vi, 282, 1921. 





— 


A LARGE SOLITARY CYST OF THE KIDNEY 


BY H. A. CHAMBERLIN, M.D.* 


WOULD like to report the case of a woman 
of 74 years, whom we saw in September of 
this year. She gave a history of having had 
hematuria for five days and a loss of 20 pounds 
in weight in the past two months. She had a 
large, movable mass in the right flank, and the 
*Chamberlin—Surgeon to Urological Department, Boston Dis- 


pensary and Hospital for Children. For record and address 
of author see “‘This Week’s Issue’, page 691. 








pyelograms showed a deformity which we 
thought was caused by a tumor, probably hyper- 
nephroma. We operated upon her, under spinal 
anaesthesia, and removed the kidney through 
a right lumbar incision. On section the upper 
part of the kidney showed chronic interstitial 
nephritis and the lower pole was occupied by 
a large solitary eyst filled with blood clot. 
(Specimen shown.) 


TUBERCULOSIS OF THE KIDNEY? 


A Critical Review Based On A Series of Two Hundred 
Twenty-One Cases 


BY HERMAN L. KRETSCHMER, M.D. 


HIS paper is based upon a series of 221 cases 

that have been under my personal observa- 
tion. It does not represent all the cases of renal 
tuberculosis that have been seen, but only those 
with records of sufficient data which made it 
worth while to study them and to include them 
in a presentation of this kind. 

In some of the early cases certain data are 
completely absent and this is due to the fact 
that the present-day methods of examination 
were not in use at the time these early cases 
were seen; for example, in the early cases pyelo- 
grams were not made and later on they were 
made at only very rare intervals. Likewise 
routine Roentgen-ray examinations of the uri- 
nary tract as well as of the chest were not ear- 
ried out, whereas today this is done as a routine 
procedure in all cases of tuberculosis of the kid- 

+Read at the Academy of Medicine, Genito-Urinary Section, 
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Read at the New England Branch of the American Uroiogical 
Association, Boston, Massachusetts, November 5, 1929. 
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ney. Other data, however, were present in suf- 
ficient amount to make the eases available for 
study. 


FREQUENCY 


Because there is a gradual and progressive 
reduction in the incidence of pulmonary and 
elandular tuberculosis, it is but natural to ex- 
pect that there should be a corresponding dim- 
inution in the ineidenee of renal tubereulo- 
sis; no doubt in the future this will come to 
pass. However, present day statistics, aceord- 
ing to Wildbolz, showed that in a series of 2345 
autopsies performed in six years in the Patho- 
logical Institute in Berne, Switzerland, tuber- 
culous foci in the kidney were found present 
in 5.3%. The lungs in this same group of eases 
showed tuberculosis in 20.7%.. A somewhat dif- 
ferent aspect of the frequency of renal tuher- 
culosis is obtained from the statisties of Braasch 
who reported a series of 532 persons operated 
upon for renal tuberculosis; during this period 
85,000 patients were operated upon and he 
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stated that the incidence of surgical renal tuber- 
culosis may be estimated as 0.6%. The varia- 
tion in these statistics, no doubt, is due to the 
fact that in one group of cases the disease 
process was far advaneed and probably re- 
sulted in the death of the patient, whereas in 
the other, a clinical group, the diagnosis was 
made early, 


HISTORY 


One cannot too often stress the importance of 
a carefully obtained history in any surgical eon- 
dition. This applies particularly to cases of 
renal tuberculosis since many times one is amply 
rewarded for his trouble. In taking a history 
one may receive his reward from statements that 
immediately foeus one’s attention on the pos- 
sibility that the patient’s present complaint may 
be tuberculous in origin and may be the se- 
quence, directly or indirectly, of a previous op- 
eration for some tuberculous disease elsewhere 
in the body. One of the amazing things bronght 
out in this study is the facet that in this series 
of 221 eases there were 43.5% in which the pa- 
tients gave a history of having had some sort 
of a previous operation. 42 of these eases, or 
47.7%, had had an operation for a tubereulous 
lisease, 

For the purposes of discussion these previous 
operations may be considered under the fol- 
lowing headings: (1) operations for tuberecu- 
lous lesions of the genito-urinary tract; (2) op- 
erations for tuberculous lesions outside the 
venito-urinary tract; (3) operations for the re- 
hief of svmptoms complained of and for which 
no relief was obtained from said operations; (4) 
operations without relation to the present 
trouble. 

GROUP 1.—In this group of 28 cases the 
largest number had been operated for genital 
tuberculosis. One half of this total, or 14 eases, 
had had a previous eastration and one had a 
double castration. The fallacy of performing a 
castration in tuberculosis of the genital tract 
needs no discussion at this time. I think we 
are all im aceord with the fundamental principle 
that tuberculosis of the epididymis is best treated 
by epididymectomy and not by castration. 

OPERATIONS FOR TUBERCULOUS LESIONS 
OF THE GENITO-URINARY TRACT 




















No. of 

Cases 
Castration 14 
Epididymectomy 6 
Epididymectomy and Appendectomy....cmunus 1 
Double Castration 1 
Previous Nephrectomy 2 
Previous Kidney Drainage 2 
Decapsulation of the Kidney 1 
Kidney Drained and Psoas Abscess Drained 1 
28 


GROUP 2.—In this group there are 14 eases, 
13 cases gave a history of a previous operation 
for a very obvious tuberculous lesion outside 





the genito-urinary tract. In one ease the na- 
ture of the operation could not be definitely 
determined. It is undoubtedly of value to elicit, 
if possible, from the patient’s physician or from 
the hospital at which the patient was operated 
upon, information regarding previous opera- 
tions, unless, of course, one feels sure from the 
patient’s statements and the results obtained 
at the physical examination, that the evidence is 
convineing enough without further investiga- 
tion. Lesions of the bones and joints predomi- 
nate in this group. 
OPERATIONS FOR TuBeRcULOUS LESIONS 
OUTSIDE THE GENITO-URINARY TRACT 


























No. of 

Cases 
Tuberculous Glands of the Ne K.n.....ccssssssssecsscssssses 2 
Tuberculous Glands Of the Groinuencsecccsssesssen 2 
Fistula in Ano ere 1 
Fistula in Ano and Osteomyelitis of Hip....... 1 
Psoas Abscess J 
Perirectal Abscess 1 
Osteomyelitis of the Elbow 2 
Tuberculosis of the Knee 1 
Tuberculosis of the Shoulder 1 
Tuberculosis of the Ulna 1 
Operation on Hip (T. B.?) 1 
14 


GROUP 3.—-In this group there were 26 eases 
that consulted their physicians because of vari- 
ous urinary symptoms. Their urinary symp- 
toms, their cause and significance, were not ap- 
preciated and the patients were subjected to a 
surgical procedure without obtaining the de- 
sired relief. As one might expect, appendectomy 
heads the list and in this group there were 10 
patients who had had their appendices removed. 
There were more appendices removed than have 
been listed in this series, as the cases of perineal 
repair also had had an appendectomy. There 
were 4 genito-urinary operations performed in 
this group, two suprapubie eystotomies and 
these were done for the specifie purpose of blad- 
der drainage, one external urethrotomy, and 
one case was allegedly operated upon for a stone 
in the bladder but the patient never saw the 
stone. These patients obtained no relief from 
these operations. 

OPERATIONS FOR RELIEF OF SYMPTOMS 
WITHOUT OBTAINING RELIEF 





























No. of 

Cases 
Appendectomy 10 
Suprapubic Cystotomy 2 
External Urethrotomy 1 
Stone in Bladder? 1 
Perineal Repair 4 
Exploratory Laparotomy 3 
Fibroids 1 
Hemorrhoids ] 
Curettement 1 
SalpingectoOMy and OGOPHOrectOMY.onccccsssnsesseee 2 
26 


GROUP 4.—In this group the subject of a 
previous operation is one of incident only, sirce 
the operations, as far as it was possible to say, 
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eration which is apparently ideal in all other re- 
spects or that the procedure is only very seldom 
carried out. 


Whether permanent epilation of a portion of 
the scrotum is actually possible preliminary to 
this operation is very questionable. In skin 
which has been radiated sufficiently to cause the 
development of telangiectases or which has be- 
come tanned and shows a brawny induration we 
still find hair growing. The hair over the scro- 
tum in these instances is very coarse and pure 
white. Then too, even with good screening it 
seems that it would be a difficult matter to pro- 
tect the testicles satisfactorily. 

Unfortunately we have lost track of the other 
case reported by Dr. Harvey? otherwise it might 
vive us some interesting information. In his 





article he mentions the fact that subsequently 
hair might possibly grow in the new urethra. 


SUMMARY 
A ease is reported in which a modification of 
the Bucknall repair for Hypospadias was done 
and eight years later a ball of hair, in which eal- 
cium phosphate had been deposited, was removed 
from the urethra. 
In conclusion, I wish to thank Dr. S. C. Harvey for 


the privilege of reporting this case and for the details 
of the early operative procedures. 
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A LARGE SOLITARY CYST OF THE KIDNEY 


7 Von Lichtenberg, A.: Ztschr-f. Urolog. chir., vi, 282, 1921. 
BY H. A. CHAMBERLIN, M.D.* 
pyelograms showed a deformity which we 


WOULD like to report the case of a woman 
of 74 years, whom we saw in September of 
this year. She gave a history of having had 
hematuria for five days and a loss of 20 pounds 
in weight in the past two months. She had a 
large, movable mass in the right flank, and the 
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thought was caused by a tumor, probably hyper- 
nephroma. We operated upon her, under spinal 
anaesthesia, and removed the kidney through 
a right lumbar incision. On section the upper 
part of the kidney showed chronic interstitial 
nephritis and the lower pole was oceupied by 
a large solitary eyst filled with blood clot. 
(Specimen shown.) 


TUBERCULOSIS OF THE KIDNEY? 


A Critical Review Based On A Series of Two Hundred 
Twenty-One Cases 


BY HERMAN L. KRETSCHMER, M.D.i 


HIS paper is based upon a series of 221 cases 

that have been under my personal observa- 
tion. It does not represent all the cases of renal 
tuberculosis that have been seen, but only those 
with records of sufficient data which made it 
worth while to study them and to include them 
in a presentation of this kind. 

In some of the early cases certain data are 
completely absent and this is due to the fact 
that the present-day methods of examination 
were not in use at the time these early cases 
were seen; for example, in the early cases pyelo- 
grams were not made and later on they were 
made at only very rare intervals. Likewise 
routine Roentgen-ray examinations of the uri- 
nary tract as well as of the chest were not ear- 
ried out, whereas today this is done as a routine 
procedure in all cases of tuberculosis of the kid- 
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ney. Other data, however, were present in suf- 
ficient amount to make the eases available for 
study. 


FREQUENCY 


Because there is a gradual and progressive 
reduction in the incidence of pulmonary and 
glandular tuberculosis, it is but natural to ex- 
pect that there should be a corresponding dim- 
inution in the incidence of renal tubereulo- 
sis; no doubt in the future this will come to © 
pass. However, present day statistics, aceord- - 
ing to Wildbolz, showed that in a series of 2345 
autopsies performed in six years in the Patho- 
logical Institute in Berne, Switzerland, tuber- 
culous foci in the kidney were found present 
in 5.3%. The lungs in this same group of eases 
showed tuberculosis in 20.7%. A somewhat dif- 
ferent aspect of the frequency of renal tuher- 
culosis is obtained from the statistics of Braasch 
who reported a series of 532 persons operated 
upon for renal tuberculosis; during this period 
85,000 patients were operated upon and he 
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stated that the incidence of surgical renal tuber- 
culosis may be estimated as 0.6%. The varia- 
tion in these statistics, no doubt, is due to the 
fact that in one group of cases the disease 
process was far advanced and _ probably re- 
sulted in the death of the patient, whereas in 
the other, a clinical group, the diagnosis was 
made early. 


HISTORY 


One cannot too often stress the importance of 
a carefully obtained history in any surgical eon- 
dition. This applies particularly to cases of 
renal tuberculosis since many times one is amply 
rewarded for his trouble. In taking a history 
one may receive his reward from statements that 
immediately focus one’s attention on the pos- 
sibility that the patient’s present complaint may 
be tuberculous in origin and may be the se- 
quenee, directly or indirectly, of a previous op- 
eration for some tuberculous disease elsewhere 
in the body. One of the amazing things bronght 
out in this study is the fact that in this series 
of 221 eases there were 43.5% in whieh the pa- 
tients gave a history of having had some sort 
of a previous operation. 42 of these cases, or 
47.7%, had had an operation for a tuberculous 
(lisease, 

For the purposes of discussion these previous 
operations may be considered under the fo!- 
lowing headings: (1) operations for tubercu- 
lous lesions of the genito-urinary tract; (2) op- 
erations for tuberculous lesions outside the 
genito-urinary tract; (3) operations for the re- 
lief of svmptoms complained of and for which 
no relief was obtained from said operations; (4) 
operations without relation to the present 
trouble. 

GROUP 1—In this group of 28 cases the 
largest number had been operated for genital 
tuberculosis. One half of this total, or 14 eases, 
had had a previous castration and one had a 
double castration. The fallacy of performing a 
castration in tuberculosis of the genital tract 
needs no discussion at this time. I think we 
are all m accord with the fundamental principle 
that tuberculosis of the epididymis is best treated 
by epididymectomy and not by castration. 

OPERATIONS FOR TUBERCULOUS LESIONS 
OF THE GENITO-URINARY TRACT 




















No. of 

Cases 
Castration 14 
Epididymectomy 6 
Epididymectomy and AppendectoMy.umnuue 1 
Double Castration 1 
Previous Nephrectomy 2 
Previous Kidney Drainage 2 
Decapsulation of the Kidney y 
Kidney Drained and Psoas Abscess Drained 1 
28 


GROUP 2.—In this group there are 14 eases. 
13 cases gave a history of a previous operation 
for a very obvious tuberculous lesion outside 





the genito-urinary tract. In one ease the na- 
ture of the operation could not be definitely 
determined. It is undoubtedly of value to elicit, 
if possible, from the patient’s physician or from 
the hospital at which the patient was operated 
upon, information regarding previous opera- 
tions, unless, of course, one feels sure from the 
patient’s statements and the results obtained 
at the physical examination, that the evidence is 
convincing enough without further investiga- 
tion. Lesions of the bones and joints predomi- 
nate in this group. 
OPERATIONS FOR TupBercuLous LESIONS 
OUTSIDE THE GENITO-URINARY TRACT 





























No. of 

Cases 
Tuberculous Glands of the Ne@K........cccsssscssscsssecsoses 2 
Tuberculous Glands of the Groin 2 
Fistula in Ano 1 
Fistula in Ano and Osteomyelitis of Hip....... 1 
Psoas Abscess B 
Perirectal Abscess q 
Osteomyelitis of the Elbow 2 
Tuberculosis of the Knee 1 
Tuberculosis of the Shoulder 1 
Tuberculosis of the Ulna 1 
Operation on Hip (T. B.?) 1 
14 


GROUP 3—-In this group there were 26 eases 
that consulted their physicians because of vari- 
ous urinary symptoms. Their urinary svymp- 
toms, their cause and significance, were not ap- 
preciated and the patients were subjected to a 
surgical procedure without obtaining the de- 
sired relief. As one might expect, appendectomy 
heads the list and in this group there were 10 
patients who had had their appendices removed. 
There were more appendices removed than have 
been listed in this series, as the eases of perineal 
repair also had had an appendectomy. There 
were 4 genito-urinary operations performed m 
this group, two suprapubic cystotomies and 
these were done for the specific purpose of blad- 
der drainage, one external urethrotomy, and 
one case was allegedly operated upon for a stone 
in the bladder but the patient never saw the 
stone. These patients obtained no relief from 
these operations. 

OPERATIONS FOR RELIEF OF SYMPTOMS 
WITHOUT OBTAINING RELIEF 





























No. of 

Cases 
Appendectomy 10 
Suprapubic Cystotomy 2 
External Urethrotomy 1 
Stone in Bladder? 1 
Perineal Repair 4 
Exploratory Laparotomy 3 
Fibroids 1 
Hemorrhoids ] 
Curettement 1 
Salpingectomy and OGOPhOrectOMY..nccccceecessee Z 
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GROUP 4.—In this group the subject of a 
previous operation is one of incident only, sirce 
the operations, as far as it was possible to say, 
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had no relation to the patient’s present troubie. 
Tonsillectomy heads this group. 


























OPERATIONS Wirnoutr RELATION TO THE 
PRESENT TROUBLE 

No. of 

Cases 
Tonsillectomy 17 
Gall Stones 2 
Hemorrhoids 2 
Hyperthyroidism 1 
Mastoid 1 
Nasal 1 
Carcinoma of Breast and (Pelvic Lavage?) 1 
Hernia A 
Abscess (nature?). 1 


! 


bo 
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THE INCIDENCE OF AGE 


It is generally believed that renal tubereulo- 
sis is primarily a disease of adult life and a re- 
view of the age incidence in this series bears 
out this general view. The largest mumber of 
cases occurring in any one decade was 73, the 
ages ranging between 20 and 29. More than 
one-half of the cases, or 5647, occurred between 
20 and 39 vears. The youngest patient was a 
female, seven years of age, and the oldest was 
a female, sixty-nine years old, and between 
these two limits the following distribution of 
ages is to be noted. 


























TABLE OF AGES 

No. of 

Cases 
7 vears 1 
10 to 19 years 23 
20 to 29 years 73 
30 to 39 years 51 
41) to 49 years 49 
OND PD ROED > WRENS ote as ucsceceacaspsteeripsniaseocarcoca ato 21 
60 to 69 years 5 
Not Stated f 

221 


Youngest—Female—7 vears 
.Oldest—Female—69 years 


It would appear that renal tuberculosis in in- 
faney and childhood is uncommon. In this se- 
ries only one case occurred before 10 vears of 
age. No doubt, with the widespread interest 
in urology in children, some of the cases of so- 
called chronic pyuria and perhaps some of the 
cases of so-called chronic pyelitis may ultimately 
prove to be due to renal tuberculosis. 

Recent autopsy statistics have given us a 
somewhat different viewpoint; thus, Rilliet and 
Barthez demonstrated renal tuberculosis in 
15.7°7 of 312 autopsies done on tuberculous chil- 
dren, and in the Pathological Institute in Berne, 
in a series of 126 autopsies on tuberculous ehil- 
dren, 13 cases, or 10%, of renal tuberculosis were 
found. 


SEX 


The question as to which of the two sexes is 
the more frequently afflicted with this disease 
seems at this time to be in a state of uncer- 








tainty. The figures on this subject will depend 
in part upon the type of practice carried out 
by the individual who reports the cases; some 
urologists operate upon and see a preponderance 
of males, hence, they naturally would report a 
series in which males predominate. On the other 
hand, a gynecologist, reporting a series of cases, 
would naturally report more women. 

In this series there were: 
Per Cent. 

55.6 


44.3 


No. of Cases 
123 
98 


Males 
Females 


Wildbolz, in his series of 245 cases which in- 
cluded both operated and non-operative eases, 
found practically no difference in the sexes. The 
statistics of Braasch, on the other hand, showed 
approximately twice as many males as females, 
the males being 63.5°7 and the females, 36.5%. 


SIDES INVOLVED 


Much more important than the question of age 
and sex incidence is the question of whether or 
not in a given case one is dealing with a unilat- 
eral or a bilateral disease process. After all, it 
makes very little difference whether the patient 
has the tuberculosis on his right or left side, 
other than for statistical or academic proof or 
reasons. Much more important, of course. is 
the question of whether the lesion is unilateral 
or bilateral. This assumes great importance 
from the standpoint of treatment and raises the 
question of the surgical removal of one of the 
two diseased kidneys in cases in which the dis- 
ease process is bilateral. 

Even after a very careful, painstaking exam- 
ination that shows one kidney to be normal, be- 
cause of a clear urine that is free of pus and 
negative for tubercle bacilli, there always exists 
the possibility that one has failed to find tubercle 
bacilli, or again, the possibility that in the par- 
ticular kidney a focus of tuberculosis exists that 
has not or does not communicate with the pelvis. 
hence, cannot be detected. In one of our cases 
this point was taken up in great detail and a 
most careful, painstaking search for tubercle 
bacilli was made in the urine from the opposite 
or healthy kidney. Repeated guinea pig tests 
were made but they were all negative. The pa- 
tient, a boy of 18, died three months after the 


operation of tuberculous meningitis and at 
autopsy a very small tuberculous lesion was 


found in the remaining kidney. 

The importance of this point is apparent both 
from the standpoint of prognosis and_ post- 
operative duration of life and also has a bearing 
on the value and the results of surgical treat- 
ment. 

The seriousness of the responsibility of de- 
termining whether or not the opposite kidney is 
free of tuberculosis is a question that I always 
enter into with a feeling of grave responsibility, 
particularly since my experience in the above 
mentioned case. I always make it a rule to re- 
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gard the opposite kidney with suspicion until 
the presence in it of a tuberculous focus can be 
positively excluded. 

When the laboratory report shows one or two 
tubercle bacilli, in the urine from the supposedly 
normal side, and the urine contains only a few 
leucocytes, the problem of evaluating these find- 
ings is exceedingly serious. The question of 
regurgitation of infected bladder urine along- 
side the catheter has been discussed by Dr. Beer 
and the question of dragging infected urine up 
from the bladder by means of the catheter has 
been emphasized. The possibility of dragging 
up organisms by the catheter can be negatived 
by plugging the ends of the ureteral catheters 
with large bank pins, a procedure carried out in 
many c¢linies. 

Formerly, in order to determine this point, a 
very careful study of renal function was advised 
and earried out. Unfortunately, just in this 
eroup of cases the lesion is small and the destrue- 
tion of kidney tissue minimal, so that there is 
not much renal impairment, therefore not much 
difference in function. 

It is just in this group of cases that I have felt 
justified in making a pyelogram to determine 
whether an early lesion is present. With this 
sort of problem before us I think an unusually 
careful reading of a pyelogram will clear up this 
point, and I believe pyelography in this group of 
cases is of much more value than is a study of 
renal function. It is my impression that one of 
the very important problems in renal tubereu- 
losis is the determination of this point, and it is 
my personal conviction that, with more time and 
study devoted to this particular problem, the 
number of bilateral cases will increase in number 
in any given series. 

The same problem confronts one in suspected 
eases of unilateral renal tuberculosis in which 
one or two tubercle bacilli are found in a clear 
urine or in urine that contains only a few 
leucocytes. 

Of one thing we can be certain and that is 
that in this group of cases there is never any 
hurry to operate, hence, ample time is at hand 
for careful and, if necessary, repeated clinical 
investigation. The course of the disease is slow 
and should any doubt exist in my own mind, I 
wait for the results of the first guinea-pig inocu- 
lation, made at the time of the first cystoscopy. 
If the first examination is negative and if one 
has reason to question the condition of the kid- 
ney to remain, I never hesitate to subject the 
patient again to a second complete urological 
study; that is, another cystoscopic examinaticn 
is done, the catheterized kidney specimens are 
again most carefully examined for tubercle 
bacilli, another set of guinea pigs are inoculated 
and perhaps another set of pyelograms made. J 
await the result of the second set guinea-pig 
inoculations. There have been instances in 
which even a third complete urological survey 
was done, but these instances are very rare. 





This, of course, does not apply to the eases in 
which one is dealing with a frank unilateral 
renal tuberculosis and eases in which there is no 
question about the opposite side. 

Much has been said and written about the 
early recognition of renal tuberculosis and the 
institution of early surgical treatment. With 
this view I am wholly in accord. Nevertheless, 
in spite of this dictum, I would rather wait sev- 
eral months so as to check up and be sure, where 
doubt may exist, rather than to remove a normal 
kidney. Much evidence can be advanced for and 
against this delay, but I do not know of a single 
instance in my own experience in which delay 
led to a bad result or caused regret. 

In this series of cases there were 41 bilateral 
cases of renal tuberculosis, or, in other words, a 
percentage of 19.3. Even these figures may be 
in error in that they are too low, because, as 
mentioned above, it is relatively easy to miss a 
small focus that may be present at the time the 
patient is under examination. These figures, 
therefore, represent a minimum incidence and 
not a maximum one. 

With the importance of accurate diagnosis be- 
fore us, associated with the development of new 
culture methods for growing tubercle bacilli, 2s 
well as a renewed interest in developing better 
technique for showing the organism in smears, 
coupled with the refinements in Roentgen-ray 
diagnosis of the various types of calcification 
seen in the renal area and supplemented with 
the additional help of pyelography and, finally, 
with a keen appreciation of the seriousness of the 
subject at hand in each given case, the result, I 
believe, will be an increasing number of cases of 
bilateral renal tuberculosis. 

Wildbolz in his series of 245 eases found 
bilateral renal tuberculosis in 12% of the cases. 
Brongersma reported a series in which the lesion 
was bilateral in 14% and Braasch found 16 hi- 
lateral cases in his series of 532 cases, or 3%. 

In this series there were 14 cases in which the 
side of involvement was not determined. By way 
of explanation may I state that this occurred 
in cases in which there was extensive tuber- 
culosis of the bladder so that c¢ystoscopic exam- 
ination was exceedingly difficult; there were 
cases in which the ureters were not seen, cases in 
which only one side was catheterized and cases 
in which patients refused a complete urological 
survey and left before the examination was 
finished and cases that were proven elsewhere. 
This point will be considered in detail further 
on in this paper. 

The difference between the frequency on the 
one side or the other is so slight as to make no 
practical difference. It is generally assumed 
that the right side, because of its greater 
mobility, is more frequently involved than is the 
left side, but the difference is so slight as to be 
of no great importance in the diagnosis or dif- 
ferential diagnosis. 

Not only is it important not to overlook a 
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bilateral case and, perhaps, perform an unneces- 
sary surgical operation, but the opposite condi- 
tion may exist in which the patient has been 
erroneously diagnosed as a case of bilateral renal 
tuberculosis. By this diagnosis he or she may be 
deprived of surgical treatment. As a matter of 
fact nephrectomy is the only therapeutic agent 
at hand for the patient. 

TUBERCULOSIS 


THE PRESENCE OF PULMONARY 


At the present time each case of renal tuber- 
eulosis is subjected to a complete physical ex- 
amination and this includes, of course, a 
Roentgen-ray examination not only of the 
genito-urinary tract but of the chest as well. 
This procedure is now being carried out as a 
routine, whereas, formerly, the physical exam- 
ination only was done and was not checked up 
by means of the Roentgen-ray. These two 
methods of examination should be supplemental. 

The Roentgen-ray examination may _ often 
show the presence of an old healed lesion, or, 
may perhaps demonstrate a very small lesion, 
both of which may be missed following a phvys- 
ical examination. As a routine procedure I carry 
out both Roentgen-ray and physical examina- 
tions, using one as a check against the other. 

The reeords of 180 eases are available and 
they showed that there was evidence of involve- 
ment of the lungs in 35.5° of the eases. 

The old or healed cases had no effeet upon the 
operative mortality. The cases in which active 
tuberculosis was found were earefully consid- 
ered from the standpoint of the choiee of an 
anesthetic. 


THE PRESENCE OF TUBERCULOSIS IN OTITER ORGANS 


The next largest group that showed the pres- 
ence of co-existing tuberculous disease in organs 
other than the kidneys and lungs were the cases 
in which the genital tract in the male was af- 
feeted by tubereulosis. As is well known, 
tubereulosis in the genital tract of the female is 
uncommon. In this series there were 123 males. 
The records show that 39 of them had involve- 
ment of the genital tract, that is, prostate and 
vesicles, and in 26 of these eases there was an 
additional involvement of the epididymis. 


DURATION OF SYMPTOMS 


Tuberculosis of the kidney is, of course, no ex- 
ception to the rule that the best ultimate results 
are obtained in early eases. I think one is justi- 
fied in stating that the largest number of eases 
are unilateral EARLY in the course of the 

‘disease. Both autopsy and clinical statisties 
show that late in the course of the disease the 
percentage of bilateral cases is very high. Fur- 
thermore, it is almost universally admitted that 

the best functional results, as far as the bladder 
is coneerned, are obtained in eases in which 
there is a very slight or no involvement of the 
bladder. Nothing is quite so discouraging to 
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both the patient and the physician as failure of 
an operation to relieve the symptoms that make 
life almost unbearable. It is just this type of 
case with its persisting great suffering that 
makes one feel justified in making a strong plea 
for the early recognition of renal tuberculosis 
and for instituting surgical treatment before 
there is much if any involvement of the bladder. 

In 121 cases the symptoms had been present 
for one year, or, in 54.7%. The next largest 
number had symptoms for two years and there 
were 33 in this group. Therefore, in 154 cases, 
or in 69.6%, of these cases symptoms had been 
present for two years before they came under 
observation and were subjected to correct diag- 
nosis and treatment. The longest duration of 
symptoms was in the case of a female, aged 98, 
and they had been present for 26 years. 

The amount of impairment of bladder function 
is of course in direct ratio to the duration of 
the disease and the persistence of the bladder 
symptoms after the operation is likewise due to 
the length of time that it has existed. Therefore, 
in order to have a good functional result, treat- 
ment must be carried out before there is much 
destruction of bladder function. 


DURATION OF SYMPTOMS 
1 year 121 cases 
2 years 33 cases 
3 years 11 cases 
4 years 7 cases 
5 years 12 cases 
6 years 7 cases 
7 years 2 cases 
8S years 2 cases 
9 years 1 case: 

10 years 2 cases 

11 years 1 case 

12 years 2 cases 

15 years 4 cases 

19 years 1 case 

26 years 1 case 

Not Stated 14 cases 

221 cases 


SYMPTOMS 


Frequency of urination is one of the most eon- 
stantly present symptoms that, as a rule, mani- 
fests itself early in the course of the disease and 
often persists long after the patient has been 
operated upon and the kidney removed and the 
bladder infection has cleared up. In this series 
frequency of urination was present in 184 cases 
or 83.2%. Nocturia was present in 166 eases. 
The following table gives the symptoms in their 
order of frequency : 


Frequency 184 cases 
Nocturia 166 cases 
Hematuria 107 cases 
Pain on Urination 98 cases 
Pain in Back 88 cases 
Loss of Weight 65 cases 
Fever 41 cases 
Chills 27 cases 
Nausea 22 cases 
Vomiting 22 cases 
Renal Colic 15 cases 
Incontinence 12 cases 
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URINALYSIS 


It is generally believed that in cases of renal 
tuberculosis abnormal elements are present in 
the urine and of these elements pus in the urine 
heads the list. In this series pus was present 
in 201 eases, or 90.9%. Following is the table 
of urinalysis: 


Leucocytes 201 cases 
Albumin 171 cases 
Red Blood Cells 112 cases 
Casts 24 cases 
Not Stated 15 cases 


One must not lose sight of the fact, however, 
that the patient may present himself with a 
clear urine and that because of this fact the 
possibility of urinary tuberculosis may be over- 
looked. 


rIlE PRESENCE OF TUBERCLE BACILLI IN THE URINE 


Tn this series the usual ordinary routine exam- 
inations for tubercle bacilli were carried out. 
In 194 eases, or 87.7%, the presence of tubercle 
hacilli was demonstrated either upon smear or 
by guinea-pig inoculation, or both. Of these 
194 cases, smears made from bladder urine were 
negative in 13 eases in which the guinea pigs 
inoculated with the bladder urine were posi- 
tive; smears made from the right kidney were 
negative and guinea pigs inoculated with urine 
from the right side were positive in 15 eases; 
smears of urine from the left side were negative, 
while guinea pigs inoculated from the left side 
were positive in 10 cases; hence, in those eases 
with negative smears, the positive guinea-pig in- 
oculations were great additional aids in help- 
ing to make the diagnosis. 

Diagnosis made by demonstrating 
tubercle bacilli in the urine 


either upon smear or by guinea- 

pig inoculation 
Diagnosis made without demon- 

strating tubercle bacilli in the 

urine 27 cases—12.3% 


194 cases—87.7% 








DIAGNOSIS MADE WITHOUT DEMONSTRATING 
TUBERCLE BACILLI IN THE URINE 


In 27 eases in this series the diagnosis of renal 
tuberculosis was made without demonstrating 
tubercle bacilli either in the urine or in the 
guinea pigs; that is, the diagnosis was made 
without bacteriological proof. These cases for 
study may be divided into two groups: the group 
in which the diagnosis was made by means of 
the x-ray findings in the flat plate and the group 
in which the diagnosis was made by the cysto- 
scopic examination either with or without 
ureteral catheterization. 


Group 1 
In this group the diagnosis was made from 
the flat plate in 7 cases. These cases were fur- 


ther divided into two groups, those in which 
the x-ray picture was that of a ‘‘so-called healed 





tuberculosis,’’ this x-ray being typical and hard- 
ly to: be confused with any other Roentgen-ray 
finding. In the second group the findings of 
the x-ray were in the form of small irregular 
areas of calcification, so frequently found in 
routine x-ray examinations that doubtless they 
are familiar to you. In a few of these cases, 
not only were these areas of calcification found 
in the renal areas but occasionally the areas of 
calcification were found outlining the course 
of the ureter. While the latter finding is rare, 
it is none the less a striking one that can hardly 
be confused in differential diagnosis. 


Group 2 


In the remaining 20 cases the diagnosis was a 
clinical one and was based upon the following 
data: the history of a long standing bladder 
disturbance, often aggravated by local treat- 
ment and the presence of a persisting pyuria 
that failed to respond to the usual internal treat- 
ment, led us to regard the patient as suspicious. 
A eystoseopie examination revealed the well- 
known findings of bladder tuberculosis such as 
the presence of a limited bladder capacity, the 
exceedingly painful cystoscopic examination, the 
presence of areas of ulceration and tubercle 
formation, changes about one ureteral orifice 
whereas the opposite was normal, the ureteral 
‘atheter often meeting an obstruction on the sus- 
pected side, and the presence of clear urine on 
one side and pus on the other. In other words, 
in this group the diagnosis was purely clinical 
but was verified by operation or autopsy. 

In several instances the bladder tuberculosis 
was so extensive and so far advanced that evsto- 
scopic examination and ureteral catheterization 
were decidedly unsatisfactory; hence, outside 
of the fact that the diagnosis of tuberculosis of 
the bladder was made, no study of the kidneys 
was possible. 

In several cases we resorted to the use of 
cystography as an aid: this showed the presence 
of reflux up the ureter with a resulting set of 
pyelograms that demonstrated bilateral tuber- 
culosis. Reflux or regurgitation, as is well- 
known, is not an uncommon occurrence. Cystog- 
‘aphy is of great value in just this type of case. 

In two eases of this series an exploratory 
operation was done. The exploratory operation 
was made in each ease only after repeated at- 
tempts to obtain the necessary information in 
some other way, which, because of the condi- 
tion, rendered the examination nil. In one ease 
the diseased side was catheterized and the ex- 
ploratory operation was done to demonstrate 
the presence of a normal kidney. I know that 
this method is rarely, if ever, justified. Fur- 
thermore, I also know that small tuberculous le- 
sions may be readily overlooked in this way. 
That they were not overlooked in this case, how- 
ever, is proven by the fact that this patient is 
alive and well fourteen years after her neph- 
rectomy. 
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The other case of exploratory operation re- 
vealed the presence of bilateral disease far ad- 
vanced. 

It should be borne in mind that both these 
patients had had symptoms for many years and 
were the victims of the seat of advanced blad- 
der tuberculosis. Furthermore, these cases were 
among the early ones and occurred long before 
the routine use of sacral anesthesia and, finally, 
of course, this is not to be construed as my be- 
ing in favor of exploratory operation in lieu of 
modern urological study. 

Some of these early cases contain records of 
only a few negative examinations for tubercle 
bacilli and quite a number only one record. It 
is to be noted that most of them occurred early 
in this series before repeated examinations were 
insisted upon and also in cases on services of 
other men who stopped looking for tuberculosis 
just as soon as the cystoscopic diagnosis was 
made. Some of the cases were in for a day or 
two and examinations were not made after the 
first negative reports. 
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DISCUSSION 


Dr. J. D. Barney, Boston: Mr. Chairman, 
Gentlemen—Dr. Kretschmer’s paper has proved 
to be a most stimulating one and I think he is 
to be congratulated upon making a most thrill- 
ing discussion of a subject about which there 
are still a good many points of doubt. I think 
it is a most important thing which he has em- 
phasized, namely the importance and great dif- 
ficulty of making a diagnosis of tuberculosis or 
otherwise on the presumably normal kidney. 

Some vears ago I looked up that subjeet and 
was amazed to find the number of cases that 
subsequently developed tuberculosis in the sup- 
posedly healthy kidney within a very short time 
of the removal of the diseased kidney. The only 
conclusion that one could reach in that respect 
was that the kidney was tuberculous at the time 
of the nephrectomy but our diagnostic methods 
were not acute enough, or we had not made 
enough effort, to be sure that that kidney was 
not tuberculous. As we go on and see tuber- 
culous kidneys, I feel more and more that we 
ought to spend much more time than we do in 
being sure that the supposedly normal kidney 
is normal, because a few leucocytes may or may 
not mean something, the absence of demonstrable 
tubercle bacilli may mislead us, and a good fune- 
tion and good pyelogram may be misleading, 
ete. I agree with Dr. Kretschmer that many 


of these kidneys, presumably healthy, are in 
fact tuberculous at the time of the nephrectomy. 

In regard to the bilateral cases of tuberculosis, 
I happened to see a case lately that I wish to 
report, simply because I think it is in line with 
what Dr. Kretschmer has said. The following 
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is an abstract of a lettes I wrote to the Vet- 
erans’ Bureau in March 1922 - 

‘‘T saw the patient first in March of 1922. 
He was at that time thirty-three vears of age, 
there was a history of right sided pain with 
some frequency and dysuria, slight tenderness 
in the costo-vertebral angle, but the kidney 
could not be felt. Rectal examination showed 
an apparently normal prostate, but the entire 
base of the bladder was much thickened, irregu- 
lar in outline, markedly indurated and firmly 
fixed. These findings were more on the right 
and suggested malignaney or chronic inflamma- 
tion. I cystoscoped him at that time. The eysto- 
scope passed easily to the bladder, the bladder 
neck showed a condition of extreme bullous 
edema, the ureters looked fairly normal, the 
prostate did not seem large. Catheters passed 
easily to each kidney witl a normal flow of hazy 
urine from each. X-ray showed no evidence 
of stone. Pyelogram showed marked dilatation 
of the pelvis of the kidney on the right. The 
right kidney urine showed moderate pus, the 
left was about the same. There is no record of 
a functional test, but I am quite sure that one 
was done and that the right had poor functior, 
the left having a good function.’’ 

Realizing that the conditions indicated a right 
pyonephrosis, I advised nephrectomy, but this 
was refused. The patient had right sided pain 
for several days after the cystoscopy. 

I saw him again in Mareh 1923. The inter- 
val history showed no particular symptoms ref- 
erable to the right kidney. At Christmas of 
1922 he developed an abscess in the right but- 
tock, which was opened with the discharge of 
pus. Later another abscess formed, and both 
sinuses have opened and closed at intervals. An- 
other cystoscopy was done but this time. be- 
cause of extreme tenderness, spinal anaesthesia 
had to be given. There was more extensive 
edema in the base of the bladder, the reetum 
showed the same findings. Catheters passed to 
each kidney with a fairly good flow. The right 
specimen showed considerable pus and tubercle 


bacilli. The left showed 15-20 cells and tubercle 
bacilh. Functional test showed in six minutes, 


00% from the left side and 15% from the right. 

In view of the very poor right kidney and 
the considerably infected left kidney, and also 
in view of the fact that there was such marked 
involvement of the base of the bladder, with 
sinus formation at the buttocks, I did not feel 
that operation was justifiable. 

To make a long story short, I realized that 
he had tubercle bacilli in both kidneys, and in- 
cidentally, pyelograms of both sides showed a 
markedly dilated pelvis of each kidney and 
blunted calices. (Unfortunately these plates 
have been destroyed, as were all the plates at 
the Phillips House, up to two vears ago.) I gave 
the patient tuberculin and he went to a sea- 
coast town in Maine where he lived out-of-doors, 
gained forty pounds in weight and rounded out 
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into wonderful condition which he still holds. 
His sinuses have clysed, the prostate and bladder 
have become, to.rectal examination, perfectly 
normal, and his urine has gradually cleared up 
until within the last vear or two it has con- 
tained only a pus cell or two. 

About a week ago, at my rather urgent re- 
quest, he submitted to another cystoscopie ex- 
amination. His prostate by rectum is perfectly 
normal, the base of the bladder appears a little 
thickened and a little irregular. Cystoscopy 
showed perfectly normal bladder and _ ureters. 
Catheters could be passed to each kidney with 
perfectly clear urine from each. Kidney fune- 
tion test is entirely normal, and there is no pus 
whatever in his bladder urine or either of his 
kidney urines. I had a_ bilateral pyelogram 
made which I have here. (Plate shown.) The 
left kidney pyelogram shows a rather peculiar 
trifid pelvis, but is perfectly normal. The right 
kidney shows possibly a little clubbing but noth- 
ing particularly abnormal. 

The point is that here is a case which, so 
far as my examination made seven years ago 
shows had bilateral pyonephrosis with tubercle 
bacilli in each urine. [ think there is no ques- 
tion about that. The hospital laboratory did 
the examinations and they were ureter catheter 
specimens. Now today he has perfectly normal 
urine. I cannot understand it but present it as 
an interesting series of observations. 


Dr. Artuur L. Cuvre, Boston: Mr. Chair- 
man, Gentlemen—Dr. Kretschmer’s paper has 
been very interesting and instructive to me, as 
his papers always are. The point I want par- 
ticularly to make has to do with what he said 
about going ahead rather slowly in arriving at 
a diagnosis in a given ease of renal tuberculosis ; 
that it is not an emergency but that there is 
always plenty of time to investigate these cases 
thoroughly and that one should be as sure as 
possible about the condition of the other side 
before arriving at a decision regarding this. As 
I have watched these cases of renal tuberculosis 
and have seen my old cases come back, I have 
been very much depressed with the frequeney 
with which tuberculosis has developed on the 
other side, the supposedly sound side, sometimes 
within a relatively short time, and sometimes 
considerably later. According to my view of the 
situation a certain amount of this is inevitable. 
As I understand it, renal tuberculosis is always 
secondary to a tuberculous lesion in some other 
part of the body, usually in the chest or in the 
abdomen, sometimes in a bone, and the infee- 
tion is brought to the kidney from the original 
focus by way of the blood stream. With the 
thorough mixing that the organisms must get 
in the circulation, it seems to me utterly im- 
possible that enough tubercle bacilli to start an 
infection ean be carried by the circulation to 
one kidney without the blood carrying at least 
some organisms to the other kidney. We know 





that for some reason renal tuberculosis is one 
sided in the majority of cases, that we see, 
though I believe it is probable that infecting 
bacilli must be carried to both kidneys. As hav- 
ing a bearing on the general subject of the dis- 
tribution of organisms in blood stream infec- 
tions, I think one can draw some useful conelu- 
sions from certain things that we noted in the 
hematogenous infections described by Brewer 
some years ago. Brewer advocated that because 
of the violence of the infection that it was 1™m- 
portant to remove the infected kidney as soon 
as possible in order to save life. I think we all 
took out at least one kidney of this type and 
when one had taken it out one felt from the 
angry appearance of the kidney that he had 
rescued the patient from an impending calamity. 
These patients, however, as a whole, did not do 
well, and later one found that a similar condi- 
tion usually of much less intensity existed on the 
other side, that in facet both sides had been in- 
volved though one side more intensely than the 
other. Later we found that infection of this 
type almost invariably got well if treated ex- 
pectantly. Infections of this sort were, to be 
sure, not with tubercle bacilli but I believe that 
the method of distribution of the infection in 
these cases holds good in any type of hemat- 
ogenous renal infection. To my mind this gives 
an explanation for the fact that clinically it is 
not uncommon to see tuberculosis develop in the 
second side. There is the possibility that a very 
incipient tuberculosis in one side may undergo 
cure. There is a certain amount of suggestive 
evidence on this point but I shall not go into it. 
Of course it is always possible that the tuber- 
culosis in the second kidney develops inde- 
pendently and at a later time from the original 
focus from which the first kidney was infected. 
The possibility of this later condition occurring 
is a reason why one should urge upon patients 
from whom a tuberculous kidney has been re- 
moved the importance of keeping their general 
resistance high. <All this to my mind shows the 
importance of what Dr. Kretschmer has said 
about examining these patients as carefully as 
possible, that these cases are never emergency 
with the possible exception of the rare case of 
severe hemorrhage. 

Another point that I wish to bring up. is 
what I believe is the real reason for the removal 
of a tuberculous kidney. Rarely one will see a 
patient with a closed off tuberculosis from which 
they absorb a certain amount and where this 
is the indication for the removal of the kid- 
ney. More often I, at least, remove a_ tuber- 
culous kidney for the reason that I have found 
in a large proportion of these cases the tuber- 
culous process will extend from the kidney to 
the bladder and involve it to such a degree that 
the patient can never be made comfortable. I 
saw within a few months a very striking example 
of this in a patient whom I first saw nearly 
twenty years ago. I urged upon him at that 
time the removal of his tuberculous kidney. This 
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was not done. The bladder has become so in- 
volved that he is practically incontinent. The 
kidney. I think without a doubt, is functionless 
and, therefore, without value, as most tuber- 
culous kidneys become in time and there is a 
reasonable probability that its removal would 
have prevented the man’s present condition. 

I want to thank Dr. Kretschmer for the pleas- 
ure his paper has given me. 


Dr. Tomas N. Hepsurn, Hartford, Conn. - 
Mr. Chairman—I am tremendously interested in 
Dr. Kretschmer’s paper and the discussion, and 
I confess, I am somewhat discouraged and con- 
fused. We have been told to operate on tuber. 
culous kidneys, that they are all bilateral, and 
when bilateral we should never operate. 

Our proeedure has not been so scientifically 
complete as the procedure carried out in Chi- 
cavo and here, in that we do not inject guinea 
pigs. We have not injected guinea pigs for 
fifteen vears. 

If we get a tuberculous looking bladder, with. 
from one kidney, pus, diminished funetion and 
a ragged uretero-pyelogram, and from the other 
side no pus, a normally functioning kidney, and 
a normal uretero-pvelogram, we do not delay 
in takine out that kidney which we say is prob- 
ably tuberculous, and if not tuberculous, should 
come out anyway. We do not tell the patient 
that he has not tuberculosis in the other kidney 
but we say that he has no evidence of tuber- 
culosis in the other kidney—that he has a po- 
tential infection in both kidneys from his orig- 
inal souree, that he is debilitated by the active 
lesion in the one kidney and that its removal 
is good treatment. IT have never yet operated 
on a kidney diagnosed as tuberculous in whieh 
we did not find it. We place great stress on 
the appearance of the ureter and_ bilateral! 
uretero-pyvelograms. 

I have one other suggestion to make. There 
are two cases [ can recall (where we could not 
eystoscope satisfactorily beeause of very had 
bladders) in which, instead of doing an explora- 
tory of the kidney, I preferred to do a ureterot- 
omy on the side I hoped to be the good side, 
through a little hole in the ureter pass a eath- 
eter, and examine the urine in that way for pus 
and do a function test. I feel that I can tell more 
of the condition of that kidney by the urine 
and pyelogram than I can by cutting down on 
the kidney itself. In one ease, a child, we had 
to do a bilateral ureterotomy in order to de- 
termine which side was infected. 

I think that there is an unjustifiable delay 
in waiting for the laboratory to diagnose by 
guinea pig inoculation. Occasionally, labora- 
tories make mistakes, and I feel that our per- 
centage of mistakes was never lessened by guinea 
pig inoculation sufficiently to warrant the de- 
lay necessitated by this procedure. 


Dr. E. G. Crasrree, Boston: I want to ex- 
press my appreciation of Dr. Kretschmer’s pa- 
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per which I enjoyed very much. We are glad 
to see that stress has been laid on the question 
of time enough to make a diagnosis. I want 
to ask him if he has any data that would give 
relative values of his guinea pig and his tubercle 
bacillus search tests. I fear I did not get in 
early enough to get the whole of that point. 

There is one thing I wish to mention—simply 
to see whether my experience agrees with that 
of other men in this area or with that of Dr. 
Kretschmer in Chicago. My connection with 
urology has been only since 1915. One of the 
first discussions which I heard was regarding 
tuberculosis. At that time two eminent urol- 
ogists were discussing the bladder appearance 
in tuberculosis. One made the statement that 
he could invariably tell the side of the involve- 
ment from the bladder picture. The other was 
willing to grant most of that but said it would 
not always do so. 

In contrast to my early experience, in which IT 
saw a great deal of bladder tuberculosis, at 
the present time I see very little extensive blad- 
der tuberculosis with ulceration and the typical 
picture as described in text-books. In the vast 
two years I have not seen more than four cr 
five eases in which uleers have been a part of 
the bladder picture. I am inclined to attribute 
that to the result of tuberculosis campaigning 
in general. Perhaps there is an acquired im- 
munity on the part of the patient. <At least 
[ fail to see as much bladder tuberculosis as 
I saw in my early years as resident at the Massa- 
chusetts General, or in my early years of prac- 
tice afterwards. 





Dr. Greorce G. Suiru, Boston: TI also apnre- 
clate Dr. Kretschmer’s coming here and have en 
joved his paper very much. I am a little con- 
fused as to just what his attitude is about ep- 
erating on eases of bilateral renal tuberculosis. 
[ got the impression that if he found a ease had 
bilateral tuberculosis he would not operate un- 
der any circumstances. I do not believe that is 
really the case, and I wish he would make his 
position a little more definite on that point, he- 
cause I think we all see cases of bilateral 
renal infection of tuberculous origin in which 
the removal of the useless kidney on the one 
side will give the slightly affected kidney a some- 
what better opportunity to handle its own infee- 
tion, possibly to get well. 

Dr. Barney has reported a very interesting 
ease. I have seen one ease of apparently bi- 
lateral renal tubereulosis which got well and oe- 
casionally cases are reported. Dr. Chute at one 
time, I remember, presented that subject and 
I think that his views, which at that time were 
regarded as somewhat radical, have been rather 
upheld by recent developments. 

I would be very glad if Dr. Kretschmer would 
make that point a little more clear in his dis- 
cussion. 

Dr. FLercHerR Coipy, Boston: I wish to 
thank Dr. Kretschmer also. He spoke about eul- 
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tural methods in diagnosis of renal tuberculosis. 
A good deal of work has been done along that 
line, of which we here in Boston perhaps have 
done very little. It is certainly interesting, and 
if eultures ean show us the presence of the 
tubercle bacillus earlier than the guinea pigs 
will, it is of distinct benefit. 


Dr. W. G. Townsenp, Burlington, Vt.: I 
would like to inquire of Dr. Kretschmer, if 
[ may, if he remembers any further details of 
that one case in which the patient had under- 
gone decapsulation. My purpose is that several 
years ago my father reported before this So- 
ciety two eases of tuberculosis, each of which 
had had a nephrectomy, and each of which fur- 
ther had subsequently developed tuberculosis on 
the other side. Both these patients had had 
deecapsulation of the remaining kidney. One 
case has been lost to view, we have not been able 
to trace her, but the other ease is living and 
well. 


Dr. H. A. Jomnson, Lynn: I have one ease 
to report similar to that of Dr. Barney’s. 
Four years ago I had a Chinese boy, then 14 
years of age, complaining of the usual symp- 
toms. He was cystosecoped and his bladder 
showed typieal tuberculous ulceration. On the 
right side there was a tumor mass in the region 
of the kidney. On the left side nothing could 
be felt. Catheters were introduced into both 
ureters and tubercle bacilli were found in both 
specimens of urine. To make sure that on the 
left side it was not a case of regurgitation of 
the bacilli, it was repeated three times and the 
result was positive each time. Furthermore, on 
rectal examination of this patient, the thick- 
ened ureter on the right side could be felt by 
reetum, apparently the size of my little finger. 

He was given one of the commercial tuber- 
culins over a period of three months. Whether 
this helped I am not able to say. It would take 
a very great number of cases that were treated 
with and without tuberculin to determine that 
question, but the fact remains that within one 
year that boy was perfectly well symptomatical- 
lv, and remains so to this day. The tubercle 
bacilli have completely disappeared, the tuber- 
cular ureter can no longer be felt and palpation 
fails to reveal any tumor mass of the right 
kidney, 


Dr. R. F. O’Nem, Boston: Dr. Kretschmer 
spoke of the necessity for taking plenty of time 
to make a diagnosis. If I understood him cor- 
rectly, he said that given a ureter catheter 
specimen containing pus cells and a positive pig, 
he would want to repeat such an observation to 
be sure. 1 wonder if he ever found such an 
examination to be negative, on being repeated. 

He referred to one of those calcified kidneys, 
which he was unable to catheterize, as a healed 
tuberculous process in a shut-off kidney. It is 
my belief that these are not healed eases but 





they are tuberculous occlusions, cases of latent 
tuberculosis, and if you look long enough, you 
will find tubercle bacilli in such a kidney. 


Dr. Aucustus Ritey, Boston: I wish to men- 
tion one case. The patient was referred to the 
Boston City Hospital Medical Service because of 
pus in his urine, and because pus did not clear 
up under so-called medical treatment. He said 
he had no pain and so far as he knew he was 
perfectly well. He was referred to me for 
pyelographie studies. Pyelograms were made 
and the right kidney showed what was diagnosed 
as a more or less destroyed kidney. Pyelograms 
of the left kidney apparently were normal. 

The patient refused to have further studies 
made at the time and left the hospital. 





Pyelogram showing tuberculosis of left kidney. Moth-eaten 


appearance of upper calyx. Case of Dr. Riley. 


About two months later his family physician 
came back to the hospital with the patient and 
asked to have the patient operated and right 
kidney removed, because of the x-ray findings. 
This I refused to do unless the patient went 
through other examinations. A second series 
of pyelograms were made and specimens of urine 
obtained for examination for tuberculosis. 
Pyelograms of.the right kidney showed prob- 
ably more destruction than the one taken two 
months before, and the pyelograms of the left 
kidney showed a moth-eaten appearance in the 
upper calyx which proved to be tuberculosis. 
Tubercle bacilli were found in both kidney speci- 
mens of urine and were confirmed by guinea pig 
inoculation. 

This patient appeared perfectly healthy and 
(bringing up the point Dr. Crabtree just men- 
tioned) his bladder showed no suggestions of 
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tuberculosis although he had what the x-ray 
showed as a practically destroyed right kidney. 


Dr. J. W. Auuex, Chief Surgeon of the 
Chelsea Naval Hospital: I have enjoyed the 
paper very much. I have not much to add to 
the discussion. We have a patient in the hos- 
pital now who just returned with bleeding and 
I believe study will show that he has an infee- 
tion of a kidney which we regarded as healthy 
a year ago. We have had only a few cases in 
the past few years and have studied them very 
carefully before doing a nephrectomy. We have 
attempted to make sure that the infection was 
limited to one side before operation and we al- 





Pyelogram showing tuberculosis of right kidney. Kidney 


pretty well destroyed. Case of Dr. Riley. 


Ways guinea pig the urine from both kidneys 
before any operative procedure is carried out. 


Dr. KretscrMer, Chicago: Before I close 
the diseussion I wish again to thank the officers 
and members of the Society for asking me te 
‘ome down. Obviously there are many problems 
in the subject that I could not take up and do 
not intend to. Also I want to thank you for 
the generous discussion. 

Dr. Barney’s case was exceedingly interesting. 
I feel-the seriousness of the diagnosis in this case 
very keenly and the pyelograms that he showed 
looked very good. They looked practically nor- 
mal, which leads one to question whether the 
laboratories were correct. I do not wish to ques- 
tion Dr. Barney but I wish to question his lab- 
oratory. I have gotten into the habit of being 
a doubting Thomas on these things, because at 
the Presbyterian Hospital when the internes find 
a tubercle bacillus, they lock up the microscope 
and I pass on it the next day. I never take out a 





kidney unless I personally see the bacilli. It is 
‘ather interesting in his case to see that he now 
has normal pyelograms and I think in a ease 
like that, if it really is, and I think it probably 
is tuberculosis, the question is whether one ¢an- 
not atford to wait on these patients. 

The thing that started my interest in this was 
a very important citizen whom I saw. He had 
been sent to another hospital with the diagnosis 
of renal colic due to stone. He had gross blood 
in the urine, pain, nausea and vomiting. They 
made pyelograms which were normal and he was 
to have his kidney out the next morning at eight 
o’clock, but being a rather important official, 
they called a consultation, and I went down in 
the middle of the night to see him and every- 
thing seemed to be normal. They showed me the 
slide and I could not find any bacilli in it. They 
wanted to take out his kidney the next morn- 
ing because they said, ‘‘If vou wait he is liable 
to have bladder tuberculosis’? and the doctor 
said that he always got good results if he did 
them early. I tried to convince them that six 
weeks’ wait on a guinea pig would not make any 
difference. 

Dr. Barney’s case shows that perhaps we ean 
wait much longer than we have been waiting. 

I agree with Dr. Chute that when the kidney 
is removed it is only half the job. These cases 
must be followed with general tuberculosis treat- 
ment. 

I remember one instance in which we made 
three complete sets of guinea pigs and made 
three complete sets of pyelograms because the 
patient always had clear urine. He was a na- 
tient I saw at the Speedway Soldiers’ Hospi- 
tal who had had a bilateral epididymectomy and 
he had a tuberculous tenosinovitis and tuber- 
culous osteomyelitis and they did a pig on him 
just to see what they would find and they were 
surprised to find tubercle bacilli. Pyelograms 
were negative and his urines were clear. We 
waited for three sets of pigs. When we operated 
on him he had a tuberculous ulcer in his pelvis 
which was on the posterior surface and had not 
appeared in the pyelogram. We took the kidney 
out, but we did not do that boy any harm by 
waiting. We waited because he had a clear 
urine, and because he had a normal pyelogram. 

Dr. Hepburn said that when you have a tu- 
berculous ulcer of the bladder and a tuberculous 
ureter with clear urine on the other side, he 
does not wait for pigs. I do not always, but 
I think if there is any doubt about the opposite 
side that you can well afford to wait. I remem- 
ber two cases I did for Phemister. We just 
routinely did the other side and the reports eame 
back positive and the patient, in spite of normal 
functional tests and clear urine, had tubereulo- 
sis on the other side. 

If a patient has bilateral tuberculosis, in the 
ordinary sense of the word, there is not much 
sense in taking out one of two tuberculous kid- 
neys because you rid that patient of a certain 
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number of renal units of functional kidney tissue 
and I think you shorten that patient’s life. 

Some one said something about when I op- 
erated on kidneys. I did not discuss surgery of 
kidneys. If a patient has an ordinary bilateral 
tuberculosis, I never operate. If one side be- 
comes acutely infected, and the patient has a 
high temperature and pulse, and has pus in the 
kidney and is losing weight,—I think there that 
you ought to operate, but in the ordinary cases, 
as we see them, I do not operate. 

Dr. Hepburn mentioned doing ureterostomies. 
Of course, it is simpler and much more accurate. 
In that I agree with him but nowadays with 
sacral and spinal anaesthesia, I think you can 
catheterize most people and it does not become 
necessary to do a ureterostomy. 

I think the reason Dr. Crabtree does not see 
so Many cases with extensive bladder tuberculo- 
sis is that they come in earlier. 

The question that Dr. Townsend asked about 
the patient who had a deecapsulation I cannot 
answer. In going over the cases, we tabulated 
operations. Apparently she had a decapsulation 
for kidney trouble which was not recognized. 





Patients sometimes have kidneys decapsulated 
and fixed when they really have tuberculosis. 
Dr. O’Neil, when I say healed tuberculosis I 
mean the occluding tuberculosis because many 
of these kidneys were taken out that gave posi- 
tive pigs. About verifying questionably positive 
results—I think these are the kinds of things 
that are hard to interpret. If we find from one 
side nothing but a few pus cells and a positive 
pig, then I wait. If these patients go on and 
you check them, and in the course of a year 
find a slight change in the pyelogram, then I[ 
think you can take the kidney out. I mean that 
one is never crowded with his back against a 
wall, in a position in which he has to hurry 
about taking out kidneys like that. I have one 
woman under observation now for twelve years 
in whom one report showed a few bacilli and 
a few pus cells. We have never been able to 
get any more positive smears; all pigs were neg- 
ative, and pyelograms were negative and J did 
not operate on her. She may have a small foeus 
in there, but she apparently is not any worse 
for waiting. In the frank cases, where there is 
extensive involvement, it is a different thing. 








HEALTH COMMISSIONER WYNNE HONORED 


The three medals awarded annually by Better 
Times, the welfare magazine, for Distinguished So- 
cial Service to the City of New York, were presented 
on Tuesday evening, March 4, at a dinner at the 
Cosmopolitan Club, to Felix M. Warburg and to Dr. 
Shirley W. Wynne, Commissioner of Health. 

A few quotations from the citation accompanying 
the presentation to Dr. Wynne as follows are of in- 
terest: 

“Shirley W. Wynne, Doctor of Medicine and of 
Public Health, alert and vigorous guardian of the 
health of the people of New York. A native of the 
city, a product of its schools and universities, Dr. 
Wynne has spent twenty-three of the twenty-five 
years of his professional life in faithful and intelli- 
gent public service. He entered the Department of 
Health in 1907 in a minor position. Professionally 
competent, endowed with keen understanding and a 
capacity for successful personal relationship, he rose 
steadily through the ranks. Each step in his advance 
deepened his understanding of the technical and ad- 
ministrative health problems of the city, strength- 
ened the orderly and authoritative processes of his 
mind and prepared him for the heavy responsibili- 
ties of his present office as Commissioner of Health 
of the City of New York. 

“Dr. Wynne’s administration of his office has been 
marked notably by two characteristics, both of 


which are definite contributions to social progress: 
first, by a steadily increased emphasis on prevention 
in public health work and, second, by generous ac- 
ceptance of private effort as a valuable supplement 
to official responsibility. 

“Dr. Wynne exerts an active leadership of the vol- 
untary health agencies, not simply because he is 
Health Commissioner of the City of New York, but 
because he is fitted to lead, by intelligence, experi- 
ence, scientific knowledge and courage. His leader- 
ship of the voluntary agencies is a fine instance of 
the underlying fact that leadership cannot be arbi- 
trarily placed here and there by election or appoint- 
ment, but is the natural product of the ability to 
lead, and of that only. 

“Dr. Wynne’s breadth of thought, his vigor of ac- 
tion, his ability in organization and in interpreta- 
tion are indelibly stamped on the activities of the 
Health Department. The intensive campaign for the 
prevention of diphtheria and the project for a city- 
wide chain of neighborhood health centers, bringing 
all facilities, public and private, within easy reach 
of the people they serve, are typical of his practical 
and progressive leadership. Dr. Wynne has laid new 
foundations of good will and understanding for public 
and private endeavor in a common cause; he is 
erecting thereon a firm structure of coérdinated pub- 
lic health by which the people of the whole citr may 








live healthier and happier lives.” 
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ENDOMETRIOSIS: AGE OF OCCURRENCE, OVARIAN 
CONSERVATION, ATROPHY AND GROWTH 
IN THE OPERATIVE SCAR 


BY JOE 


HERE are some problems met with in the 
study of endometriosis about which a great 
deal has been written, yet which remain quite 
puzzling. The case history of each of four pa- 
tients recently seen answers one of these debata- 
ble points and while the problems presented are 
not thus conclusively settled as regards all cases, 
what has happened in a single instance is a pos- 
sibility in others. The questions have to do with 
the age of occurrence, conservatism in treatment, 
atrophy after castration and the etiology and the 
prevention of abdominal sear endometriosis; 
each query will be answered below by a case 
report followed by a short discussion. 


DOES ENDOMETRIOSIS OCCUR IN YOUNG WOMEN ? 


A single girl, P. C. No. 1019, twenty-three years 
old, was seen on May 30, 1928. For a year she had 
noticed an enlargement of the lower abdomen. She 
had a slight amount of backache, but no other dis- 
comfort. Her periods were normal and regular. 
Physical examination showed a tumor, apparently an 
ovarian cyst, which could be seen easily with the 
patient lying on her back. It felt very firm and 
adherent. A diagnosis of ovarian cyst was made 
and the next day she was operated upon. Exam- 
ination with the patient under ether showed a large 
mass filling the pelvis and the uterus pushed for- 
ward. A right pararectus incision was then made 
and on opening the abdomen a large cyst of the 
left ovary, filling the entire pelvis, was found. The 
cyst was about 12 cm. in diameter and was adher- 
ent to the uterus in front and behind to the sig- 
moid, some loops of small intestine and the peri- 
toneum. It was shelled out except for the part that 
was adherent to the posterior surface of the uterus. 
At this point it was ruptured and a great deal of very 
dark, black bloody material was evacuated. There 
were no signs of any endometrial implantations. The 
right ovary was normal in size and no cysts could 
be found in it. It was thought at the time of the 
operation that this was an endometrioma and that 
the proper treatment should be a hysterectomy and 
removal of all ovarian tissue. However, on account 
of the patient’s age, twenty-three years, it was de- 
cided to be conservative. The left adnexa were 
completely removed and the uterus suspended to 


the abdominal wall by the round ligaments. The 
appendix was excised and the stump buried. The 


entire pelvic peritoneum was covered with a dark 
bloody fluid and as much as possible was removed. 
The pathologic report was that the cyst was an 
endometrioma. The patient made an excellent re- 
covery and was seen last on April 13, 1929. She had 
gained about ten pounds, she had no pain and her 
periods were regular and normal. The rectal ex- 
amination showed the uterus to be small and in good 
- position and no sign of any tumor or thickening in 
either vault. 


It is usually believed that endometriosis oc- 
curs ‘most often after the twenty-sixth year’. 
This patient must have had the endometrioma 

*Meigs—Surgeon to Outpatient Department, Massachusetts 


General Hospital. For record and address of author see ‘This 
Week’s Issue’, page 691. 
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M.D.* 


for some time. She herself had noticed an en- 
largement of her abdomen for a year before the 
operation, which shows that the cyst must have 
been present when she was twenty-two years of 
age. Inasmuch as it is generally conceded that 
these tumors are slow-growing, it is within rea- 
son to believe that in order to have attained its 
present size, this tumor must have started devel- 
oping some time before her twentieth year. It 
therefore seems probable that endometriosis can 
be encountered before the twentieth year. 


IS PRESERVATION OF THE MENSTRUAL FUNCTION 
SAFE IN EXTENSIVE ENDOMETRIOSIS ? 


How far should surgery go in removing pelvic 
organs when an endometrioma is discovered in 
the female pelvis? It has been taught that the 
safest treatment is removal of all ovarian tissue 
in order to assure cessation of growth, to guard 
against development of particles of endome- 
trioma that may have been left behind and to 
make certain of atrophy of nodules that could 
not be removed?:*:*:*, This is true, but conser- 
vation of the pelvie organs has been practiced 
safely. 

A patient seen recently, P. C. No. 1551, aged forty- 
five, single, who reported because of pruritis ani, 
was examined by rectum and in the region of the 
left broad ligament a few small, hard nodules could 
be felt. The patient stated that she had been op- 
erated upon twelve years previously, or at the age 
of thirty-three, and tumors removed from her ovaries. 
This history, combined with the physical findings, 
suggested that the original lesion may have been a 
malignant cyst and that these nodules were recur- 
rences of cancer. A letter was written to the sur- 
geon who operated upon her in 1917, when she was 
thirty-three years old. The operation was performed 
previous to the publication of Sampson’s paper on 
“Perforating Hemorrhagic (Chocolate) Cysts of the 
Ovary”, in 1921. At operation a large cyst of the 
right ovary, containing chocolate fluid and adher- 
ent to the omentum, was removed and a smaller 
cyst, also adherent, was removed from the left ovary. 
The remaining part of the left ovary and the uterus 
were conserved. A small nodule was removed from 
the broad ligament of the left side. The pathologic 
report in this case was malignant papillary cystonta 
with metastasis in the broad ligament. The original 
slides have since been looked up and the pathologist 
who made the diagnosis at the time changed it to 
endometrioma. The patient was seen by her surgeon 
at yearly intervals following the first operation and 
he felt that occasionally the remaining ovarian tis- 
sue had increased in size and had later become 
smaller and that this swelling was probably pre- 
menstrual congestion. The patient did not have the 
menopause for ten years following the operation 
and during those ten years menstruated regularly 
and normally. During those years no recurrence 
of the lesions was found and no symptoms referable 
to pelvic endometriosis occurred. 


This case proves that in one young patient it 
was safe to do conservative surgery. Bilateral 
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‘odphorectomy would have cured her but would 


have caused a cessation of the menstrual func- 


‘tion. Conservative surgery preserved this for 


her and she might have married and had chil- 
dren in the intervening ten years. This ques- 


-tion has often come up and surgeons have chosen 


the side of conservatism with fear and anxiety. 
The patient has often been told that another op- 
eration might be necessary. In this case no fur- 
ther development of the endometrioma took 
place. Therefore, a precedent has been estab- 
lished of one patient treated conservatively ten 
years before her menopause without ill effect. 


DO ENDOMETRIOMAS ATROPHY AND DISAPPEAR 
FOLLOWING BILATERAL OOPHORECTOMY ? 


Many authors! **- 4° who have written about 
endometriomata state that by removing both 
ovaries atrophy and prevention of growth can 
be assured. Cases have been reported showing 
this to be true. The following case proves defi- 
nitely that not only may atrophy occur but 
that the tumor may completely vanish from 


-sight and touch. 


A patient, W. S. No. 270513, aged 34, married, seen 
at the Massachusetts General Hospital, was first 
observed in the Gynecological Section of the Tumor 
Clinic. At that time a nodule was found in the recto- 
vaginal septum just behind the cervix. This lesion 
measured about 2 cm. in diameter and could be easily 
seen as a bright red, soft growth; a diagnosis of 
adenomyoma (endometrioma) was made. Two and 
a half years previously, at operation in another hos- 
pital, the right tube and ovary and a small growth 
in the vagina had been removed. She had been per- 
fectly well for three months and then pain in the 
rectum during menstruation occurred, which steadily 
grew worse. Slides of the original ovarian lesion 
were reéxamined and the lesion in the right ovary 
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FIGURE I. Showing the uterus and the adherent scar in | 
Case 1V. Th small, dark area in the whitened scar is an area 


of endom>triosis. Notice the firmness of the adhesion between 
the fundus and the sear. 


was found to have been a chocolate cyst (enso- 
metrioma). The patient was then sent into the 
Massachusetts General Hospital and on July 3, 1925 
an abdominal exploration was carried out. The right 
tube and ovary were absent, the left ovary was 
adherent in the posterior cul-de-sac and macrosccop- 
ically showed no sign of endometrioma. In the 
posterior cul-de-sac a hard adherent tumor could be 
felt in the anterior and posterior walls of the vagina. 
The rectum was closely adherent to the uterus at 
this point. The left tube and ovary were removed 
and a specimen was taken from the tumor in the 





vagina. Pathologic examination showed a normal 
ovary and the small fragment from the recto-vaginal 
septum proved to be an adenomyoma (endome- 
trioma). The patient was then followed carefully 
in the Tumor Clinic. June 19, 1926 the vaginal ex- 
amination showed a small mass behind the cervix 
and by rectum a mass could be felt about 2 cm. in 
size. The tumor mass had reduced in size about 
fifty per cent. In December, 1926 the tumor behind 
the cervix had practically disappeared. In August, 
1927, there was a slight induration noted in the 
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FIGURE If. The uterus, both tubes and ovaries in Case V. 
The tubes are patent and in each ovary can be seen the dark- 
ened area of the opening of the chocolate cyst (endometrioma). 


posterior cul-de-sac with no evidence of tumor. It 
is apparent that at this time, two years and one 
month following the original operation, the tumor 
had disappeared. The patient was seen again on 
October 5, 1929 and examination at that time showed 
the tumor of the recto-vaginal septum to have en- 
tirely disappeared and no roughening or sign of a 
lesion could be found. Rectal examination showed 
that the recto-vaginal septum was free of all nodules 
and thickening. 


This case proves very definitely that, as far as 
observation and palpation are concerned, an en- 
dometrioma may disappear following castration. 
Perhaps microscopically some of the lesion could 
be demonstrated, but as far as could be discov- 
ered by palpation and inspection, the lesion had 
completely disappeared. This case seems to 
answer satisfactorily the third query. There 
can be no doubt that the observations in this 
case are accurate. 


WHY DO SOME ENDOMETRIOMAS OCCUR IN ABDOM- 
INAL SCARS AND WHAT CAN BE DONE TO PRE- 
VENT THEIR OCCURRENCE ? 


W. S., No. 298118, aged 36, married, was first seen 
in the Medical Clinic cf the Massachusetts General 
Hospital with a diagnosis of asthma. The patient 
complained of a great variety of ailments and it was 
felt that there was a pronounced neurotic element. 
A tube and ovary had been removed in 1918 in an- 
other hospital. In May, 1929, it was discovered that 
she was having her catamenia every three weeks, 
using eight to ten napkins a day, also that her cer- 
vix and perineum were lacerated. Therefore a diag- 
nostic curettage was done and the cervix and peri- 
neum repaired. The pathologic report was hyper- 
plasia of the endometrium and chronic endocer- 
vicitis. It was then decided, because of the patient’s 
ill health, to give her a series of deep x-ray treat- 
ments in order to stop the abnormal bleeding, and 
these were given in May, 1929. She flowed for two 
weeks in June and when seen on July 20, 1929 had 
been flowing somewhat each morning. She was seen 
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FIGURE Til. Drawing 
and small intestine. 


the x-ray 
treatments had not caused a cessation of her periods 
and the last flow, one week before, was quite ex- 


again Sept. 28, 1929 and was still flowing; 


cessive. Examination at this time showed a well 
repaired cervix, the uterus fairly large and hard 
and there was a question of a fibroid in the fundus. 
Inasmuch as the x-ray treatments had not stopped 


this patient’s bleeding, it was felt that the best 
treatment would be removal of her uterus. On 
October 11, 1929 an ether examination showed an 


irregular feeling uterus. On palpating the abdominal 
wall a hard mass could be felt in the lower end 
of the abdominal scar and endometriosis was then 
considered. In trying to open the abdomen great 
difficulty was encountered at the lower end because 
of a hard, fibrous mass about 4 cm. in diameter that 
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old, utero-sacral ligament 


obliterated the normal structures of the abdominal 
wall. The fat, fascia. muscle and peritoneum were 
completely involved in the lesion and it was im- 
possible to locate the bladder. An opening was then 
made into the peritoneal cavity above the adherent 
mass and it was found that the fundus of the uterus 
was fixed in this hard adherent mass. It was there- 
fore concluded that the best way to attack the !e- 
sion was to do a hysterectomy and turn the uterus 
up and with the bladder exposed, remove the lesion. 
So a supravaginal hysterectomy was done, leaving 
the fundus attached to the abdominal wall. The 
right tube and ovary had been removed and the left 
tube and ovary were small and atrophied. With the 
uterus turned up, it was then comparatively easy to 
dissect out the fundus along the mass of scar tissve 
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above it. This left a considerable defect in the 
abdominal wall, which was closed with some diffi- 
culty. The removed uterus was then split from the 
cervix to the fundus and the fundus was found to 
be firmly adherent to the mass which had been in 
the abdominal wall. No line of demarcation could 
be made out. On cutting deeply through the ad- 
herent mass small round cysts containing dark 
bloody fluid could be seen. A diagnosis of endo- 
metrioma in the abdominal wall was made. A sec- 
tion from the pathological laboratory showed that 
the lesion in the abdominal wall was made up of 
connective tissue and small endometrial cysts. 


The surgeon who had operated upon this pa- 
tient and had removed the right ovary in 1918 
did not- remember the type of lesion in the right 
ovary but did remember that he had stitched 
the uterus into the rectus fascia. In this case 
the endometrioma probably grew from the 
fundus of the uterus, which had been sutured 
into the abdominal wound. Perhaps during the 
fixation of the fundus one of the stitches punc- 
tured the main endometrial cavity itself or the 
uterine cornu where the endometrium extends 
out towards the tube. Therefore, whenever a 
round ligament suspension, fixation, or intra- 
abdominal wall fixation of the uterus is con- 
sidered care must be taken not to penetrate the 
endometrial cavities, the tube, or the cornu, of 
the uterus. Photographs are included showing 
the uterus in this case, the adherent mass of 
abdominal wall and the small, dark eystie le- 
sions. 


A fifth ease is ineluded in this series because 
of the extent of the disease. 


This patient, P. C. No. 1491, aged 32, single, was 
first seen September 4, 1929. Her chief complaint 
was pain in the lower abdomen and back during and 
between her menses. Nausea and vomiting accom- 
panied her menstrual periods. Her periods began 
at the age of fourteen and for the last three months 
she had menstruated twice each month. Menstrua- 
tion was very copious and there were a great many 
clots. The pain that she complained of was much 
worse during menstruation and she had been in- 
creasingly constipated during the last three months. 
She had lost about ten pounds in weight. On exam- 
ination the patient looked very poorly, thin and 
apparently had lost weight. On abdominal examina- 
tion there was tenderness in both lower quadrants. 
Pelvic examination was not possible because of an 
intact hymen. The rectal examination showed the 
uterus anterior and movable. Tender, hard masses 
could be felt in both vaults. A diagnosis was made 
of either pelvic inflammation or endometriosis and 
an ether examination and hysterectomy recom- 
mended. This patient was operated upon Sept. 29, 
1929. A right pararectus incision was made and 
upon opening the abdomen the uterus was found 
retroverted; the left ovary contained a chocolate 
cyst which was adherent to the sigmoid. This was 
treed with considerable difficulty. Chocolate material 
then poured out from the ovary and in the sigmoid 
at the point of adhesion was a growth 1% em. in 
diameter and 1 cm. in thickness. This was con- 
sidered to be an implantation endometrioma of the 
sigmoid. The right ovary was adherent to the right 





utero-sacral ligament and upon removal chocolate 
fluid was found in a cyst in the ovary. In the right 
utero-sacral ligament directly beneath the point of 
adhesion were two small implantation endome- 
triomas. The small intestine was then explored; 
one part of the ileum was kinked and partly ob- 
structed and on its wall were five purplish cysts 
about 2 mm. in diameter. A supravaginal hysterec- 
tomy was performed, removing both tubes and ova- 
ries. The tubes in this case were patent and are 
patent in most cases of endometriosis. The nodules 
in the sigmoid, utero-sacral ligament and small in- 
testine were not disturbed. The pathologist reported 
both cysts in the ovaries as endometriomas. This 
patient made an uneventful convalescence and on 
Nov. 1, 1929 was in excellent condition, without any 
of the discomforts she complained of and her bowels 
were moving normally. 


The photograph of the uterus, tubes and 
ovaries shows the type of cysts found in the 
ovaries, but the drawing is much clearer and 
demonstrates the entire pathology of the pelvic 
organs and intestines. From our knowledge of 
endometriosis the lesions in the small intestine, 
sigmoid and utero-sacral ligaments can be con- 
fidently expected to atrophy and give rise to no 
further symptoms because both ovaries have 
been removed. 


CONCLUSIONS 


(1) Four eases of endometriosis are reported, 
each one answering a problem presented by this 
disease. 


(2) The first case demonstrates an endome- 
trioma of the ovary beginning probably before 
the age of twenty. 

(3) The second case demonstrates that con- 
servative surgery, i.e., leaving in ovarian tissue, 
has been- practiced safely in this case and over 
a period of twelve years there has been no need 
for further surgery. 

(4) The third case shows that atrophy and 
even complete visual disappearance of an en- 
dometrioma can follow total ablation of the 
ovaries. 

(5) The fourth case demonstrates that en- 
dometriosis in an operative scar may follow im- 
proper fixation of the uterus in the abdominal 
wall. 

(6) <A fifth case is presented because of the 
extent of the disease. 
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TRYPARSAMIDE AMBLYOPIA TREATED BY “FORCED 
DRAINAGE” OF THE CEREBROSPINAL FLUID* 






BY VIRGIL CASTEN, M.D.tT 


RYPARSAMIDE, the sodium salt of n-phen- 


viglyeineamide-p-arsonie — acid, the dried 
salt of which contains 25.3% arsenie in the 


pentavalent form, may cause subjective and ob- 
jective visual disturbances of varying severity, 
probably by its toxic action on the optic nerve. 
Woods and Moore’ in 1924 reported on two 
hundred and forty-one patients who had _ re- 
ceived 3000 injections of tryparsamide; twenty- 
four of these had subjective visual symptoms 
and fourteen had objective ocular damage. Sub- 
jectively the patients complained of blurred vi- 
sion or dazzling, usually appearing in fifteen 
to thirty-six hours after the injection; the dura- 
tion was not constant, ranging from one or two 
days to two weeks, but always cleared up when 
treatment was stopped. Definite diminution of 
vision was always present; the nerve heads 
showed hyperaemia at times. The visual fields 
showed a noteworthy alteration, consisting of 
concentric contraction of form fields, affecting 
particularly nasal, upper and lower fields, tem- 
poral field being involved last or not at all. Nine 
of their fourteen patients with signs of ambly- 
opia had symptoms after the third treatment, 
all fourteen had some disturbance of vision after 
the fifth injection. Three of these patients re- 
covered completely; three were left with con- 
centric contraction of the visual fields; five had 
diminution of visual acuity, one had only 20/80 
vision in the better eve, and the last was blind. 
Pearce? has also shown that tryparsamide may 
seriously affect the vision. She has reported 
seventy-seven cases of trypanosomiasis treated 
with tryparsamide; nine had visual impairment, 
four of which cleared up entirely, three had per- 
manent damage, amount not stated. In 1924 
Solomon and Viets* reported one hundred cases 
of neurosyphilis treated with tryparsamide, four 
of which developed a considerable degree of 
amblyopia, in three a permanent defect re- 
mained. Lillie* states that all eases of visual dis- 
turbance reported by different authors follow- 
ing the injection of tryparsamide showed a re- 
duction of visual acuity with a peripheral con- 
traction of the visual fields and that a central 
scotoma following this form of arsenic has never 
been observed. 

Out of 1254 patients with neurosyphilis 
treated with tryparsamide, gathered from the lit- 
erature, one hundred and eighty-eight, or approx- 

‘imately fifteen per cent., developed either sub- 
jective or objective visual disturbances. Of the 
latter group, twenty-nine or fifteen plus per 


cent. remained permanent. In other words, 
*i’rom the Neurological Clinic, Massachusetts General Hos- 
pital, 
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about two per cent. of the 1254 patients had 
permanent ocular damage, amount not always 
stated. 

It is presumed that tryparsamide, or an 
arsenic product, directly affects the optic nerve 
by way of the subvaginal space. Birch-Hirseh- 
feld®, Igersheimer®, and Sattler? have investi- 
gated pathologically the toxic action on the 
visual mechanism of atoxyl and arsacetin, drugs 
which are quite similar to tryparsamide, and 
think that the chief action of these compounds 
is on the peripheral portion of the third neurone 
of the optic nerve. Dr. H. C. Solomon, in a 
personal communication, mentions a paretic pa- 
tient who became completely blind after treat- 
ment with tryparsamide and later died; section 
of the optic nerves showed complete demyelina- 
tion. That arsenic, contained in the spinal fluid, 
reaches the optie nerves can be accepted from 
work done by Sehmidt-Rimpler and Schwalbe* 
who in 1869 showed that the subvaginal space 
of the optic nerve communicates with the sub- 
arachnoid space of the brain, so that spinal fluid 
surrounds the optic nerve up to the lamina 
eribrosa. This is also well shown in choked dise, 
as frequently the subvaginal space is markediyv 
dilated by the cerebrospinal fluid when it is 
under increased pressure. 

Arseni¢ appears in the spinal fluid after in- 
travenous injection, as shown by Fordyee and 
Myers*, who have made quantitative determina- 
tions of the amount of arsenic contained in the 
spinal fluid after intravenous injection of 
tryparsamide. They reported on fifty patients 
with central nervous system syphilis receiving 
tryparsamide intravenously; all but seven or 
eighty per cent. showed arsenic in the spinal 
fluid. The tests were made from one hour up 
to three months after the injection. 

With these facets in mind, when visual disturb- 
ances occur after tryparsamide injections, at- 
tempt should be made to remove the arseni¢ sur- 
rounding the optic nerve as soon as possible. It 
is suggested that the method employed by Kubie 
to remove cells from the perivascular spaces in 
infections of the central nervous system is of 
value. Kubie'® in 1923 worked out the prin- 
ciple of ‘‘foreed spinal fluid drainage’’. He 
found in working on dogs that the lymphocyte 
count was 4% in the first 0.5 ce. of spinal fluid 
withdrawn, while after ‘‘forced drainage’’ the 
cell count showed 80% lymphoeytes. Miero- 
scopic examination of preparations from the 
central nervous system of these dogs showed 
there had been a remarkable extrusion of the 
perivascular exudate of lymphocytes into the 
subarachnoid space. This led to the assumption 
that such a ‘‘washing out’’ of the inflammatory 


!produets from the perivascular spaces might 
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carry toxic agents as well, and in that way favor- 
ably influence the course of infections of the 
central nervous system. Kubie later used the 
method of ‘‘foreed drainage’’ in man, and found 
that hypotonic fluids administered orally, sub- 
cutaneously or intravenously during lumbar 
puncture caused an abundant additional flow of 
cerebrospinal fluid without subjective distress, 
respiratory difficulties or evidence of diffuse 
swelling of the brain tissues. 

Kubie’s method has been applied to one pa- 
tient, the case history appearing below. 


REPORT OF CASE 


January 22, 1929, a 59 year old accountant (Hosp. 
No. 299467) came to the Genito-Urinary Out-Patient 
Department of the Massachusetts General Hospital 
complaining of incontinence of five weeks’ duration. 
Genito-urinary examination showed fifteen ounces of 
residual urine. The patient was referred to the 
Nerve Clinic where he stated that his hearing had 
been failing for the past six or seven months. Based 
on the clinical examination, positive blood Wasser- 
mann test and positive spinal fluid findings, a diag- 
nosis of neurosyphilis was made and treatment was 
started. After three injections of neoarsphenamine 
the patient was transferred to another hospital. 
There an examination of the fields, fundi and visual 
acuity was reported normal and he was given try- 
parsamide intravenously. On June 6, less than 60 
hours after the second injection, the patient noticed 
when he looked about 100 feet away distant objects 
were blurred. The following morning, although it 
was a bright sunny day, his vision was hazy and 
foggy. His fundi and vision were examined and 
were reported as normal. The next day objects ap- 
peared more hazy. On June 9 there was considerable 
pain in his eyes and two days later vision failed 
rapidly. When seen at the Massachusetts General 
Hospital (June 11), an ophthalmologist reported, 
“Vision for either eye: Shadows. Fundi, both eyes, 
shows slight blurring of disc margins; otherwise 
within normal limits.” The neurologist’s examina- 
tion showed, “Vision limited to light perception in 
both eyes. There is a history of taking tryparsa- 
mide, apparently only two injections. Began to have 
disturbance of vision four days ago. Fundi show 
both optic nerve heads slightly blurred, more like 
an optic neuritis, no definite atrophy.” At 6 P. M. 
a note was made as follows: “Patient cannot count 
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fingers. At times can make out shadows of hand 
moving over eyes, but he can tell when flash light 
is off and on usually.” 

“Forced drainage’ was done with the following 
procedure: A spinal puncture was made between 
the third and fourth lumbar vertebrae, with the pa- 
tient on his left side. The needle was not removed 
for two hours, during which time he was given about 
two liters of water by mouth. At the end of the first 
hour fifty cc. of doubly distilled sterile water was 
given slowly intravenously. One ampoule of obstet- 
rical pituitrin was injected intramuscularly at same 
time. A total of 180 cc. of spinal fluid was drained 
off. It contained 9 lymphocytes per c.m.m., 38 mgm. 
of total protein; globulin, 0; colloidal gold, 
0011110000; Wassermann test, strongly positive. The 
pressure readings were normal, the initial pressure 
being 150 mm. of water; jugular compression test, 
right, left and combined, normal. 

The next noon (June 12) the patient told time cor- 
rectly with a watch at eighteen inches and counted 
fingers at four feet. A second “forced drainage” 
was done that afternoon; 190 cc. of spinal fluid was 
collected. The patient at no time complained of 
headache. The total protein had increased to 75 
mgm. per 100 cc.; the Wassermann test was re- 
ported negative. The next day patient could count 
fingers at 6-10 feet. Three days later the patient 
was again drained, 140 cc. spinal fluid being re- 
moved. At this time he could make out the large 
headlines on the newspapers. Vision and hearing 
both improving rapidly; a few days later he was 
able to read smaller news print. Another spinal 
fluid drainage was done and 110 cc. clear colorless 
fluid removed. Nine days after the first drainage 
(June 21) his vision was accurately measured at the 
Eye Clinic and found to be 20/20 both eyes. The 
fields showed a marked peripheral contraction with 
a 10-15 degree central field remaining in both eyes 
(Fig. 1). Six days later the last forced drainage 
was done; 215 cc. were withdrawn. The following 
day the fields were slightly widened. Hearing also 
was improved so that normal conversation was 
heard. 

On October 30, over four months after his loss of 
vision, his vision was 20/15 both eyes and the fields 
had expanded to 20-60 degrees (Fig. 2). There was 
no central scotoma or enlargement of the blind spot. 

On Nov. 2, the spinal fluid was again examined. 
It contained 9 lymphocytes per c.mm., globulin, 0; 
Wassermann test negative. The pressure readings 
were normal, the initial pressure being 175 mm. of 
water. A week later the patient reported that he 
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FIG. 1. June 21, 1929. Field showing only a 10 degree central field remaining. 





































ORAS EES re 











TRYPARSAMIDE 


678 


AMBLYOPIA—CASTEN 


N. E. J. of M. 
April 3, 1930 





had been back at his work as an accountant for 
several weeks, apparently with normal vision. Ex- 
amination of the fundi showed fairly well marked 
pallor of the discs of both eyes. 


SUMMARY 


Woods and Moore, Solomon and Viets, Pearce, 
and Lillie have all reported severe visual dis- 
turbanees following the intravenous injection of 





spinal fluid drainage’’ probably has definite 
value as a therapeutic agent in patients with 
acute amblyopia due to tryparsamide. 
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tryparsamide. An analysis of 1254 cases of 
neurosyphilis treated with tryparsamide showed 
about two per cent. had permanent visual dam- 
age. It is well known that arsenic appears in 
the spinal fluid following the intravenous injec- 
tion of tryparsamide and is presumed that it di- 
rectly affects the optic nerve by way of the 
subvaginal space. On the development of seri- 
ous visual disturbanees, an attempt should be 
-made to remove the toxie substance. Kubie’s 
method of ‘‘foreed drainage’’ in central nerv- 
ous system infections has been used with a good 
result to both vision and hearing. ‘‘Foreed 
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THE PREVALENCE OF TAPEWORM INFESTATION IN 
JEWISH PATIENTS* 


BY MORRIS INGALL, M.D.,f AND HARRY FREEMAN, M.D.t+ 


HE present report has been prompted by the 

relatively frequent occurrence of parasitic 
infestation among the patients of the Beth Israel 
Hospital during the first twelve months of its 
existence. The number of medical patients dur- 
ing this time was 896 and from these we have 
been able to collect nine cases of tapeworm in- 
festation. 


Cases of Intestinal Parasites at 





weeks to forty years. The majority of the pa- 
tients were of all ages, ranging from seventeen 
to sixty-four years; four below twenty-five and 
the others above forty. The majority of the 
patients discovered the nature of their illness 
by seeing segments in their stools. Practically 
all had gastro-intestinal symptoms, such as 
nausea, vomiting, or abdominal pain. Only one 


the Beth Israel Hospital during 


the First Year. 





















































In Duration Type Blood Case 
Case | Name Sex | Age | Birthplace | Nation] U.S.A. of symp. | of worms | Picture No. 
o 
1 ES. F 17 | Russie Jewish| 2 yrs. 3 yrs. Diboth- RBC 91 
riceph. 3,880, 
Latus 000 
5% 
eosino= 
philes 
14. ReK. F 25 | Russia Jewish} 10 yrse | 3 mos. Diboth- RBC 1077 
riceph. 5,450, 
Latus. 000 
lll | RE. F 40 | Holland Jewish} 16 yrs. | 3 wks. Tenia RBC 1422 
Saginata | 3,100, 
000 
18% 
eosino= 
philes 
lv R.R. F 58 | Poland Jewish| 6 mos. 30 yrs. Diboth= RBC 1473 
riceph. 4,100 
Latus 000 
V I.C. F 23 | Malden Jewish} 23 yrs. | 1 yr. Diboth= RBC 200 
riceph. 4,660 
Latus 000 
V1 JS. F 63 | Russia Jewish} 11 yrs. 7 Tenia RBC 2146 
saginata | 4,200, 
000 
Vll | S.Be F 42 | Russia Jewish ? lyr. Dibothe RBC 3185 
riceph. 4,270, 
Latus 000 
v111] S.G. F 64 | Russia Jewish} 40 yrs. ? Diboth= RBC 3414 
riceph. 5,288, 
latus 000 , 
1X RoR. M 27 | New York Jewish| 27 yrs. |9 mos. Diboth- RBC 3446 
= riceph. 4,350, 
Latus 000 




















An additional reason for this paper is the oe- 
currence in this series of two cases of fish tape- 
worm in native-born Americans, which, accord- 
ing to the literature, is a rarity. The last re- 
view of Dibothriocephalus infestation by Bar- 
ron’ brought the number of cases in native-born 
to nineteen. In the present series, the patients 
whose histories are given as cases 5 and 9 were 
born in Boston and New York, respectively, thus 
bringing the total number of such eases reported 
up to twenty-one. 

Reviewing the clinical findings, it is seen that 
the duration of the disease varied from three 


*From the Medical Service of the Beth Israel Hospital. 
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had an excessive appetite; several complained of 
loss of weight; one had diarrhea. It is of in- 
terest that the last case, No. 9, was considered 
to be one of mucous colitis because of a history 
of having passed a long strip of whitish material. 
Segments, however, were found in the stools and 
on administration of an anthelmintic, symptoms 
disappeared. 

A sign frequently sought in parasitic infesta- 
tion, particularly in Dibothriocephalus infesta- 
tion, is anaemia. Though it undoubtedly does 
occur, at least, in this group it is uncommon. 
Two of our patients had a well marked anaemia, 
but it was of the secondary type. Eosinophilia 
is a finding strongly stressed, but only two cases 
showed an appreciable rise in eosinophiles, 5% 
and 18%. 


et sem 


eit aaa keane ae 


“AEN “aS CREO ape aR ete 


% 
: 
i 
wa 
if 


ee ee 


Se ge ee 


a ina SS AT ENE Nia Naas 


Fo Us 


SSD > as Died tam at ipa 








INFESTATION 


680 


PARASITES—INGALL 





N. E. J. of M. 
April 3, 1930 


AND FREEMAN 





All patients were of Jewish extraction. This 
is interesting, for the Jewish people are in- 
clined to overcook, rather than to undereook 
their food. The tendency of orthodox Jewish 
housewives to taste a favorite dish of spiced 
fish, known as ‘‘gefiillte fish’’, before boiling 
to ascertain its flavor, may explain the over- 
whelming incidence of taeniasis in Jewish 
women. In other races, the cases are equally 
divided between the sexes. As the Jewish peo- 
ple receive their fish from the Great Lakes re- 
gion, it is probable that this area is the source 
of infestation in recent cases. 

A brief summary of the cases follows: 

Unit History No. 91 

CasE No. 1, salesgirl, aged 17 years. 

c. C. Worms and pain in L.U.Q. for three years. 

P. I. During the last three years, the patient has 
had.cramp-like pains in the L.U.Q., coming on 
at infrequent intervals and lasting several 
weeks. About every four months she has passed 
ribbon-like segments in her stools after taking 
cathartics. 


P. H. She was born in Russia and has been in 
the United States for two years. 

P. E. Negative. 

Clinical Pathology: Urine negative. Stools: nu- 
merous eggs of Dibothriocephalus latus. Blood: 
RBC 3,880,000; WBC 8,700; Hgb. 75%. Differ- 
ential polymorphonuclears, 70%; lymphocytes 


18%; large mononuclears 6%; eosinophiles 5%; 
basophiles 1%. Smear showed slight achromia 
of the red cells. The patient was given pelletierin 
tannate and saline cathartics, but the worm was 
not recovered. She reéntered the hospital two 
months later with the same complaint. At this 
time a gastric analysis was made and gastro-in- 
testinal x-rays were taken, but with negative re- 


sults. The blood at this entry showed no an- 
aemia: RBC 5,000,000; Hgb. 90% (Talilqvist) ; 


WBC 7,800; differential polymorphonuclears 74; 
lymphocytes 16; large mononuclears 8; eosino- 
philes 2; basophiles 0; reticulocytes 0.9%. Nu- 
merous eggs were again found in the stools, and 
the following routine treatment was given: 

1. No food for one day. 

2. In the evening, one ounce of magnesium 


sulphate. 
3. No breakfast. One ounce magnesium 
sulphate. 
4. Half an hour later, 30 ce. of the following 
mixture: 
oleoresin aspidium 6.0 
powdered acacia 8.0 
water ad 60.0 


5. One hour later, another ounce was given. 
6. Two hours later, one ounce magnesium 
sulphate. 
7. Four hours later, a hot soap suds enema. 
Twenty-six feet of worm were recovered with 
the head. 


Unit History No. 1077 

Cask No. 2, female stenographer, 25 years of age. 
Cc. C. Nausea, vomiting, and passing of segments in 
; stools for three months. 

P. I. In childhood, in Russia, the patient had diar- 
rhea frequently, passing worm segments. Dur- 
ing the last year, she had had many attacks of 
nausea and vomiting, and in the last few months 
had expelled segments of worms. She had lost 
twenty pounds in the last three months. 

P. H. The patient was born in Russia and had been 
in the United States for ten years. 
P.*E. Negative. 





Clinical Pathology: Urine negative. Blood: RBC 
5,450,000; Hgb. 80%; WBC 9,400. Differential 
smear: polymorphonuclears 71%; lymphocytes 


21%; large mononuclears 5%; eosinophiles 3%; 
basophiles 0. 

Stools: Eggs of Dibothriocephalus latus. 

The patient was given 01. aspidium in the man- 
ner described above, and passed seventy-five feet 
of tapeworm. No head was found. 


Unit History No. 1422 

CasE No. 3, housewife, 40 years of age. 

Cc. C. Lower abdominal pain and passing of segments 
in the stools for three weeks. 

The patient has had vague abdominal pains in 
both lower quadrants for some years. Three 
weeks ago, she began to notice white, flat seg- 
ments in the stools, about one inch in length. 
She had been constipated, but had had no other 
gastro-intestinal symptoms. There had been a 
slight loss of weight. 


P. H. She was born in Holland and has been in the 
United States for sixteen’ years. 

P. E. Negative. 

Clinical Pathology: Urine negative. Blood: RBC 

3,100,000; Hgb. 85%; WBC 6,000; Differential: 
polymorphonuclears 28%; lymphocytes 53%; 
large mononuclears 0%; eosinophiles 18%; baso- 
philes 1%. 
Stools: Numerous segments of Taemia saginata. 
She was given the usual treatment and the 
worm was expelled in numerous small frag- 
ments. No head was found. 


te E 


Unit History No. 1473 
Cask No. 4, housewife, 58 years of age. 

C. C. Stomach trouble for thirty years. 

P. I. For a long period of time she has had lower 
abdominal cramps with nausea, more marked at 
night. Recently there had been some loss of 
weight. She had noticed worm segments in her 
stools for three years and had been given appro- 
priate treatment in Poland several times but 
without cure. 

P. E. Negative except for arteriosclerosis. 

Clinical Pathology: Urine negative. Blood: RBC 
4,100,000; WBC 7,100; Hgb. 70%; Differential: 
polymorphonuclears 71%; lymphocytes 20%; 
large mononuclears 4%; eosinophiles 5%; baso- 
philes 0%. 

Stools: Eggs of Dibothriocephalus latus. 
Following anti-parasitic treatment, twenty-two 
feet of worm were passed with the head. 


Unit History No. 2005 
CasE No. 5, housewife, 23 years of age, born in 
Malden. 


Cc. C. Segments in stools for eleven months. 
P.I. For the last year, the patient has had excessive 
appetite. After noting the segments in her 


bowel movements, she was given two anti-para- 
sitic treatments at intervals of five months, 
which caused diarrhea and disappearance of 
segments in the stools. 

P. E. Negative. 

Clinical Pathology: Urine negative. 
4,660,000; WBC 9,100; Hgb. 78%: Differential: 
polymorphonuclears 68%; lymphocytes 21%; 
large mononuclears 10%; eosinophiles 1%; baso- 
philes 0%. 
After the treatment, the worm  (Dibothrio- 
cephalus latus) was expelled, seven feet long, 
and without the head. 


Unit History No. 2146 
CaAsE No. 6, 63 years old, a widow, born in kus- 
sia, has been in the United States for-11 years. 
C. C. Girdle pains, weakness, nausea, loss of appe- 
tite. Duration nine weeks. 


Blood: RBC 
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P. I. For the last two months, following an upper 
respiratory infection, the patient had been feel- 
ing below par, tired, with loss of appetite, loss 
of weight, nausea, abdominal pains and marked 
constipation. 

P. E. Negative except for enlarged heart and hyper- 
tension of 220/90, and a cervical polyp. 

Clinical Pathology: Urine negative. Blood: RBC 

4,200,000; Hgb. 80%; WBC 11,400; Differential: 
polymorphonuclear leukocytes 73%; lymphocytes 
21%; large mononuclears 4%; eosinophiles 1%; 
basophiles 1%. 
A gastro-intestinal series was negative. The pa- 
tient was found to have a high basal metabolic 
rate, but this subsided on rest. After a cathartic, 
the patient passed a segment of Taenia saginata. 
No treatment was given as the patient was op- 
erated on for the cervical polyp. 


Unit History No. 3185 

Case No. 7, a 42 year old housewife, born in Rus- 
sia, has been in the United States for an indefinite 
number of years. 

(. C. Tapeworm for one year. 

P. I. For the last year, the patient had noticed seg- 
ments in her stools on various occasions, and 
had experienced nausea and occasional pruritus 
ani. Her appetite has been greatly increased in 
the past two years. 

P. E. Essentially negative. 

Clinical Pathology: Urine negative. Blood: RBC 
4,270,000; Heb. 90% (Tallqvist); WBC 9,150; 
Differential polymorphonuclears 60%; lympho- 
cytes 27%; large mononuclears 10%; eosin- 
ophiles 3%; basophiles 0%. 

Stools: Eggs of Dibothriocephalus latus. 
After treatment, two worms were expelled, but 
with the head of only one definitely recognized. 


Unit History No. 3414 
CasE No. 8, a housewife, 64 years of age, born in 

Russia. 

Cc. C. Headaches and passing of segments for forty 

years. 

P. I, The patient had known that she had a tape- 
worm for the last forty years, by the appear- 
ance at rare intervals of segments in the stools. 
She had had headaches for several years, high 
blood pressure for seven years and abnormal ap- 
petite in the last year. 

P. E. Generalized arteriosclerosis and hypertension. 

Clinical Pathology: Urine negative. Blood: RBC 
5,288,000; Heb. 80%; WBC 7,300; Differential, 
polymorphonuclears 71%; lymphocytes 21%; 
large mononuclears 6%; eosinophiles 1%; baso- 
philes 1%. 

Stools: Segments of Dibothriocephalus latus. 


She was treated for hypertension, but refused 
treatment for the tapeworm because of previous 
unsuccessful attempts. 


Unit History No. 3446 

CasE No. 9, a photographer, 27 years of age, born 

in New York. 

Cc. C. Abdominal pain for nine months. 

P. I. The patient had been suffering from lower ab- 
dominal cramps and frequent movements for 
nine months. A short time before admission he 
passed a long, white strip in his stool. He was 
sent in with a diagnosis of mucous colitis and 
following the gastro-intestinal series, expelled a 
segment of Dibothriocephalus latus. 

P. E. Negative. 

Clinical Pathology: Urine negative. Blood: RBC 
4,350,000; Hgb. 85%; WBC 8,200; Differential, 
polymorphonuclears .60%; lymphocytes 30%; 
large mononuclears 8%; eosinophiles 0%; baso- 
philes 0%. 

Stool: Segment of Dibothriocephalus latus. 
After treatment the patient passed many long 
segments, but no head was found. 

It is interesting to note that this patient admit- 
ted a strong liking for fish, and this constituted 
his favorite dish. 


SUMMARY 


1. A total of nine cases of intestinal parasitism 
is presented, of which seven are due to 
Dibothriocephalus latus. 

2. Of this series, two are native-born Ameri- 
cans, bringing the number of such cases re- 
ported up to twenty-one. 

3. The high incidence among Jewish women cor- 
roborates the assumption, made by Dr. Bar- 
ron, that the infestation may be due to tast- 
ing undercooked fish. 

4. The source of infestation, in native-born 
cases, is probably in the Great Lakes region. 
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A STUDY OF THE EFFECTS OF MOTION 
PICTURES ON EYESIGHT 


The League of Nations is undertaking an ex- 
haustive study of the effects that motion pictures 
may produce on the eyesight of children and young 
people, it was disclosed here today by the National 
Society for the Prevention of Blindness. 

“The widespread use of the cinema throughout 
the world now, its additional possibilities for visual 
education with the introduction of talking pictures 
and its increased use in schools and colleges has 
called forth the present investigation,” explained 
Lewis H. Carris, Managing Director of the Society. 

“Under the supervision of Dr. Lucien de Feo, 
Director of the International Educational Cinemat- 
ographic Institute of the League of Nations, the 
study will seek to determine whether any disturb- 


lighted screen in absolute darkness, the maximum 
time that a show can last before producing a tiring 
effect on sight, the similar answers which may in- 
fluence the use of motion pictures for juvenile edu- 
cation. 

“Leading scientific authorities throughout’ the 
world are being consulted. At the request of Dr. de 
Feo, a response to the inquiry has been made from 
the United States by Dr. Park Lewis of Buffalo, 
N. Y., who is Vice-President of the International As- 
sociation for the Prevention of Blindness as well as 
Vice-President of this Society.” 


Concerning the opinions expressed in the report 
which Dr. Lewis forwarded to Geneva, Mr. Carris 
said that neither he nor Dr. Lewis felt at liberty to 
make them public until the International Educa- 
tional Cinematographic Institute completes its re- 
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CASE 16141 
ASCITES FOR EIGHTEEN MONTHS 
MepicaL DEPARTMENT 


An Irish-American printer forty-five years 
old entered December 27 complaining of swell- 
ing of the abdomen of eighteen months’ dura- 
tion. The history was given by a sister who 
had not been living with him and knew only 
the general outlines of his story. 

A year and a half before admission after a 
period of heavy drinking he began to have a 
heavy feeling and pain believed to be rather 
sharp in the midepigastrium. The pain was 


not related to eating and was non-radiating. In 
a few days his abdomen began to swell. Two 


months after the onset he was taken to a hospi- 
tal and his abdomen was tapped. He made a 
stay of two weeks. After leaving the hospital 
he stopped (?) using aleohol. He then felt very 
well until the August before admission, when 
he had a return of the previous symptoms. In 
October he entered a second hospital, where he 
was tapped twice and discharged after five weeks 
with instructions to report at the Out-Patient 
Department every week. This he did not do. 
Five days after discharge the pain and feeling 
of heaviness recurred. His family noticed that 
‘‘his mind went wrong’’ ten days after he left 
the hospital. His abdomen continued to swell 
and he became semiconscious. The next day he 
was tapped and eight quarts of fluid removed. 
Since that time he had been in bed, semicon- 
scious except for occasional periods of conscious- 
ness after eating. He had lost weight during the 
past year, how much was not known. 

The surgeon of the staff who sent him in to 
the hospital reported that the patient’s physi- 
cian said he got straw colored fluid on abdom- 
inal tap and a small amount of very concentrated 
urine on catheterization. 

The family history is not significant. 

The patient was a shiftless, unreliable drinker 
- who had never worked steadily. He had had 
no previous illnesses. He told his sister he had 
‘*burned himself out’’ while in the West Indies 
for two months thirteen years previously. He 
had had no illness there. For two years he had 
complained of shortness of breath on moderate 
exertion. For three months he had had slight 
morning cough. His sister thought his skin 
looked more yellow than usual. 





Clinical examination showed a poorly nour- 
ished man with his head turned to the left 
shoulder and eyes half closed, muttering in- 
coherently at every breath. Skin and sclerae 
jaundiced. Arms flexed, knees drawn up. 
Slight cyanosis of the lips and finger tips. Teeth 
carious. Pyorrhea. Tongue red, beefy, dry. 
Throat red. Breath sweetish, rather aromatic. 
Apex impulse of the heart not seen or felt. Per- 
cussion measurements not made out. No thrills 
or murmurs. Pulses normal. Blood pressure 
95/65 to 124/80 to 78/58 December 31. Ab- 
domen distended, not tense. Protruding um- 
bilicus. Fluid wave and shifting dullness. 
Tympany up to the costal margin. In the left 
upper quadrant was one ballotable mass, pos- 
sibly two. Abdominal veins dilated. Left in- 
guinal hernia and left hydrocele. Extremities 
spastic. Pupils normal. Hyperreflexia. Bi- 
lateral ankle clonus and questionable Kernig. 

Amount of urine normal at the single record, 
specifie gravity 1.022 to 1.027, a very slight trace 
of albumin in both of two specimens, sugar at 
three tests, acetone onee, 4 or 5 leukocytes per 
high power field once. Blood: 13,400 leukocytes. 
90 per cent polynuclears, hemoglobin 85 per 
eent, reds 5,200,000. Smear normal. Hinton 
negative. Non-protein nitrogen 40 milligrams. 

Temperature 97.4° to 99.9°. Pulse 90 to 126. 
Respirations 11 to 25. 

The day of admission an abdominal tap gave 
between three and a half and four liters of 
hazy straw colored fluid, specific gravity 1.014. 
1,150 red cells, 250 leukoeytes, 72 per cent 
lymphocytes, 5 per cent polynuclears, 13 per 
cent mononuclears, 10 per cent eosinophiles. Cul- 
ture, no growth. The night of admission the 
patient vomited a little bright red blood. The 
next morning he had Cheyne-Stokes’ breathing 
and a short period of convulsions apparently 
relieved by intravenous glucose. In fact he 
seemed to rouse and be most nearly rational, 
though never very near it, after receiving large 
doses of fluid and glucose intravenously and un- 
der the skin. 

ile remained in the same general condition. 
December 16 the icteric index was 50 to 60, van 
den Bergh, biphasic, 6.56 milligrams. January 


10 he died. 


CLINICAL Discussion 
BY A. V. BOCK, M.D. 


NOTES ON THE HISTORY 


The opening paragraph brings up the diffi- 
culty of getting an adequate picture of the dis- 
ease Symptoms from a second person. 

These svmptoms a year and a half before ad- 
mission are almost certainly not the real onset 
of his illness. He had probably had more or 


less gastro-intestinal disturbance before. 

We can give quite a good guess as to the diag- 
nosis from the one finding of ascites. 
would you guess? 


What 
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Srupents: Portal obstruction due to cir- 
rhosis. Decompensated heart. 

Dr. Bock: Cardiae failure indicated only by 
ascites and lasting as long as this would be 
rather unusual. 

A Srupent: Obstruction of the portal vein 
from carcinoma of the lymph glands in the ab- 
domen. He might even have tuberculous glands. 

Dr. Bock: Do you think he might have had 
either for eighteen months? I do not think it 
is likely. 

StupENts: Tuberculous peritonitis? Peri- 
toneal carcinomatosis ? 

Dr. Bock: Eighteen months is a rather long 
time for tuberculous peritonitis. 

Off-hand I should say cirrhosis is the most 
likely diagnosis because of the ascites of eighteen 
months’ duration. 

‘‘Shortness of breath’? might mean a great 
many things. But in considering causes of short- 
ness of breath in eases of this kind there is a 
very great likelihood of shortness of breath due 
to his general condition rather than to heart dis- 
ease, which is one of the commonest causes of 
shortness of breath, or of any of the other com- 
mon causes,—sepsis, chroni¢ nephritis or anemia. 

Morning cough is very common in people who 
are chronically ill. 

Why do you suppose he had acetone on his 
breath ? 

A Stupent: He had been semiconscious, not 
eating. 

Dr. Bock: He has all the signs of fluid in 
the abdomen. That ballotable mass was prob- 
ably the spleen. There was probably only one 
mass. 

So far we have a history of alcoholism, 
eighteen months of ascites, Jaundice of unknown 
duration and for the last ten days or so a semi- 
conscious or stuporous state. Why do you sup- 
pose he has this stuporous state, which is prob- 
ably associated with the changes in the reflexes? 

A StTuDENT: Jaundice. 

Dr. Bock: He might have cholemia, or he 
might have the wet brain of the chronie alcoholic. 

I do not see any other cause for it. 


NOTES ON THE PITYSICAL EXAMINATION 


Both the white count and the differential sug- 
gest an infection. We have little evidence as 
to where it is. 

The non-protein nitrogen is on the upper edge 
of normal. 

I do not believe anyone can say what the 
eosinophiles mean in the ascitie fluid. 

It would be interesting to know a little more 
in detail about previous attacks of vomiting 
of blood which he may very well have had. 

There is some evidence of return toward nor- 
mal as a result of having fluid removed. 

The van den Bergh is somewhat elevated but 
not very high. It does not seem to check with 


, 


DIFFERENTIAL DIAGNOSIS 


There is very little doubt that he has cirrhosis 
of the liver. He has a small liver, a big spleen 
and ascites. We come back to the question as 
to how much alcoholism has to do with the 
etiology of his cirrhosis. The fact remains that 
a considerable percentage of patients coming in- 
to this clinie with this type of picture have been 
heavy drinkers. We do have eases quite like 
this with no history of aleohol whatever. 

The question is what should have been done 
with this man eighteen months before this if 
any one of you had seen the onset of the pic- 
ture with ascites as it is deseribed here. What 
could have been done that was not done in an 
attempt to give this man an extra lease on life 
or to enable him to lead a more comfortable ex- 
istence for the time he was to live? We could 
have removed his spleen. That is a thing in 
which we have been very much interested at 
this hospital for some time. We have attempted 
it in a number of cases. We have only one out- 
standing successful case of an Italian woman 
whose spleen was removed at a time when her 
abdomen was having to be tapped about every 
four days. She had a very large spleen and she 
was doomed to a life of invalidism during the 
remainder of her days. We felt that by splenec- 
tomy we could give her an extra chance. It 
was done with the understanding that we were 
not promising very much. At operation a big 
spleen was found and a liver not much larger 
than the surgeon’s two fists;—a very small 
granular and fatty liver. After a stormy con- 
valescence she went home and did remarkably 
well until three years had elapsed. I think now 
she is not quite so well, having a recurrence of 
the ascites. But she had three years of com- 
fort following the operation. We do not know 
the ideal type of case in which splenectomy 
should be done. But I would attempt it in 
a case such as this if the general condition at 
the time seemed to warrant it. 

A StupENtT: This man had sugar and acetone 
in his urine. 

Dr. Bock: Do you think that strange? 
Would you like to make a diagnosis of diabetes ? 

A StrupentT: I was thinking of that. 

Dr. Bock: I have found on examination of a 
single specimen of urine, albumin, sugar, white 
cells and casts; and have sent the patient back 
to his home with instructions to do nothing dif- 
ferent from usual exeept to drink ten glasses 
of water before returning the next day. Then 
a specimen of urine was normal. We see in 
patients who are not getting enough fluid, who 
are passing a highly concentrated urine, al- 
bumin, and once in a while, sugar that seems 
to be due to irritation of the kidney in secreting 
a highly concentrated urine. I think in this 
case the sugar and the small amount of acetone 
are due to the general condition and not to 
diabetes. 





the icteric index of 50 to 60. 





A StTupENT: You passed over the cells in 
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the ascitic fluid. 
cance? 


Are they not of any signifi- 


Dr. Bock: We do the count here all the 
time. It is a problem that I know nothing 
about. I have never seen any information come 


from it. 

A Srupent: Doesn’t the fact that they are 
predominantly lymphocytes suggest peritonitis? 

Dr. Bock: With peritonitis we have a very 
different cell formula from this. Every ascitic 
fluid does have cells in it, and the longer the 
fluid remains the more likely the cell formula 
is to swing toward predominance of lymphocytes. 
That is about all I know about cells in this con- 
nection, 

A STUDENT: 
chronic fever? 

Dr. Bock: Most of the patients who have 
cirrhosis do have low grade fever in the last 
weeks or months of the course. Banti’s disease, 
so-called, produces a picture of ascites. , But 
this man is older than the patients in whom we 
make that diagnosis. We seldom make a diag- 
nosis of Banti’s disease after the age of forty, 
and in almost no case of Banti’s disease is jaun- 
dice seen except as a terminal event, and then 
differentiation is somewhat difficult. A great 
many people deny the existence of Banti’s 
syndrome. Enlargement of the spleen is the 
prominent thing; that is associated during the 
years with gradually developing cirrhosis of 
the liver, and as the disease advances ascites 
sets in. It is always characterized by a blood 
picture showing a leukopenia of 3,000, 4.000, or 
5,000 and an anemia of 3,000,000 to 3,500,000 
red cells. But it is usually seen in much younger 
subjects. 


Do patients with cirrhosis have 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Cirrhosis of the liver. 
Ruptured esophageal varix. 


DR. A. V. BOCK’S DIAGNOSIS 


Cirrhosis of the liver with enlarged spleen and 
ascites. 


ANATOMIC DIAGNOSES 
1. Primary disease. 
Cirrhosis of the liver. 


2. Secondary or terminal lesions. 


Ilypertrophy of the spleen. 
Dilated esophageal varices. 


PatuoLocic Discussion 


BY TRACY B. MALLORY, M.D. 


The autopsy findings are exactly what one 
would expect. He had an atrophic liver weigh- 
ing just 800 grams and a very much enlarged 
spleen weighing over 700 grams, nearly as large 
as the liver. 


There were dilated esophageal varices. We 





could not actually demonstrate any ruptured 
point at the time of autopsy. One is lucky to 
find one even with a story of marked hemat- 
emesis, let alone such slight bleeding as oc- 
curred in this case. 

There is nothing else of significance in the 
autopsy. 

A StupENT: What type of cirrhosis was it? 

Dr. Mattory: I have not seen the sections 
vet, but I have no doubt it was alcoholic from 
the gross appearance and the history. 

A Stupent: Could that be called acute yel- 
low atrophy, alcoholic type? 

Dr. Mautory: No, I think not. It is the typi- 
cal alcoholic type of slow progressive degenera- 
tion running over ten years or more. One point 
that sometimes helps in separating the two is 
that the earliest age at which people die of true 
alcoholic cirrhosis is about thirty vears. I have 
seen it at that age in bartenders who have been 
drinking hard sinee the age of nineteen or 
twenty. It takes about ten vears of very hard 
drinking to produce alcoholic cirrhosis. You 
can get acute vellow atrophy at any age. 

A SrupEeNtT: I remember hearing of a case of 
supposed alcoholic cirrhosis in a very young 
child at the City Hospital. 

Dr. MaLuory: It is an interesting case. We 
have had two similar ones at this hospital, a 
brother and sister, the sister dying at thirteen 
and the brother at seventeen with symptoms that 
could be described as Banti’s disease and show- 
ing microscopically a hyalin type of degenera- 
tion in the liver cells very similar to that we find 
in alcoholic cirrhosis. These two cases here and 
the one at the City Hospital are the only ones I 
have heard of. Usually it is very easy to sep- 
arate the alcoholic type on microscopic examina- 
tion. 


ORDERS 


December 27. Bed rest. Only fluids with low 
fat, milk by mouth. Fluids, especially orange 
juice, to 100 ounces tonight and daily hereafter. 
Pantopon one-third grain s.¢. p.r.n. every four 
hours only if very restless and unmanageable. 
Temperature, pulse, respirations and blood pres- 
sure every two hours; chart. Measure intake 
and output. 

December 28. Pantopon one-third grain s.¢. 
Caffein sodium salicevlate grains xv at once and 
grains x every three hours by clock. Hourly 
pulse and blood pressure. Adrenalin one-half 
¢.c. sec. Pantopon one-third grain s.c. p.r.n. for 
restlessness tonight. 


December 29.  Caffein sodium - salicylate 
erains xv at once and grains x every hour by 
clock. 

December 30 and 31. Morphia_ one-sixth 


erain S.¢. 


NOTES ON TREATMENT, BY DR. BOCK 


The orders as given for treatment indicate 
that the house staff considered the patient to be 
a very ill man, as indeed the history suggests. 
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Sedatives, close observation and the simplest 
possible diet excluding fat were ordered. It 
was recognized that the patient was in a ter- 
minal state, and we can have little to say about 
treatment. 

Of far more interest is the matter of treat- 
ment eighteen months or two years ago. It has 
been shown time and again that the course of 
alcoholic cirrhosis can be greatly modified, when 
an early diagnosis is made, if the patient will 
give up completely the use of alcohol. Even 
after ascites has developed, withdrawal of al- 
cohol is important. The other chief measure to 
be considered is splenectomy. Removal of the 
spleen seems to afford in certain cases great re- 
lief to the load on the portal circulation. The 
duration of the disease, the age and condition of 
the patient are to be considered. The surgeon, 
also, should be familiar with this particular field 
of surgery. 





CASE 16142 


SOURCE OF OCCULT BLOOD FROM THE 
GASTRO-INTESTINAL TRACT 


Mepican DEPARTMENT 


A woman of fifty-one vears entered November 
22. She insisted that she had felt perfectly 
well up to three or four weeks prior to entrance. 
Sinee that time she had noticed a ‘‘beating in 
her ears and mild oppression in the chest’’. 
On climbing a flight of stairs or on walking 
more than a block or two there was considerabie 
shortness of breath and palpitation. Recently 
on a visit to New York there had been some 
slight awareness of her stomach after some 
dietary indiscretion. There was no indigestion 
of any sort over a long period of time with 
the exception of this. She had not noticed her 
stools. The bowels were regular. She had felt 
some numbness of the hands on first awakening 
in the morning, and every evening there was a 
very slight edema of the ankles, a recent de- 
velopment. 

Her husband remarked that although she had 
not complained, he felt that she had not been 
up to par all summer. He also remarked on 
her pallor and felt that her dyspnea had been 
of longer duration than three or four weeks. 
There had been a considerable strain with her 
father’s illness during the past summer. This, 
however, had ended several weeks prior to her 
hospital entry. 

Family history: Father living and well after 
prostatectomy. Mother died of a liver disturb- 
anee, either cancer or cirrhosis. Two brothers 
living and well. 

Marital history: Wusband and four children 
living and well. No miscarriages. 

Past history: Probably measles, mumps, 
chicken pox, and whooping cough. At seventeen 
a slight fever lasting three or four weeks, never 
diagnosed. Fibroid uterus removed fifteen years 


ago; ovaries evidently not removed. The meno- 
pause had taken place at forty-eight. There was 
a mastoid operation eleven years ago. 

Cardio-respiratory: Always normal up to 
dyspnea at onset of present illness. 

Gastro-intestinal: Constipated up to time 
she was cured some fifteen or eighteen years ago. 
Migrainous type headaches associated with con- 
stipation ceased at that time. 

Genito-urinary: Catamenia ceased with oper- 
ation fifteen years ago. No nocturia or fre- 
quency. No genito-urinary disturbances in past 
history and no recent symptoms. 

Habits up to present illness: Coffee twice 
daily; no tea; no alcohol; does not smoke. 
Splendid sleeper, outdoors on porch. Regular 
meals; chews food carefully. Most weight—two 
years ago 158; one year ago, 154; now 142. 

Neurological: Nervous breakdowns of short 
duration at eighteen and again at thirty-five, 
the latter while bleeding excessively just be- 
fore the operation for fibroid. 

Physical examination: A well developed and 
well nourished woman lying comfortably in bed. 
There was a definite pallor; no cyanosis. Pupils 
reacted to light and distance. Teeth excellent. 
Throat negative except for pallor of mucous 
membranes. Glandular system entirely negative. 
Chest, equal expansion. Lungs clear and 
resonant. Heart within normal limits; a faint 
systolic murmur; rate 76. Blood pressure 135 
systolic, 85 diastolic. Abdominal palpation dis- 
closed a liver enlarged four or five centimeters 
below the costal margin. It was smooth and 
descended easily below the costal margin; per- 
haps slightly harder than normal. Reflexes and 
extremities were negative. Rectal examination 
was done and there was returned on the finger 
cot black tarry stool that showed four plus 
eualae. 

Clinical blood test was as follows: hemoglobin 
\0 per cent, red cells, 3,200,000, white cells 5,200. 
Differential count: neutrophiles 60 per cent, 
large mononuclears 17, small mononuclears 20, 
eosinophiles 3. The blood smear showed a typi- 
cal picture of moderately severe secondary ane- 
mia. Bleeding time 3 minutes. Clotting time 
7 minutes. 

Until more data could be collected the pa- 
tient was put on a first stage gastrie diet and 
kept flat in bed. The liver decreased in size 
rapidly and was only slightly palpable on De- 
cember 1. December 15 she was given 600 cubie 
centimeters of blood by transfusion. The stools 
remained positive for blood through December 
2. They were entirely negative for blood from 
December 3 through December 20, at which 
time she left the hospital. During her stay in 
the hospital she was seen by various medical 
men and various surgeons, No diagnosis could 
be made. 

X-ray investigations were as follows: 

“Examination of the chest and colon Decem- 








ber 1. Fluoroscopice examination of the abdo- 
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men and chest before giving the enema failed 
to show any definite variation from the normal. 
A film taken of the chest confirms the fluoro- 
scopic observation. The liver shadow is fairly 
distinet and does not appear to be unusually 
iarge or abnormal in shape. The barium was 
delayed in the lower sigmoid. The rectum 
dilated to a considerable size before any of the 
barium mixture passed beyond this point. At 
about this time the patient began to complain 
of pain which increased in severity and of dif- 
ficulty in retaining the enema. The rectum was 
emptied through the tube, giving immediate re- 
lief. The procedure was repeated with the 
same result. At no time did the head of the 
barium column pass beyond the splenic flexure. 
The descending colon was incompletely filled 
and showed many mottled shadows which prob- 
ably represent fecal masses in the colon. The 
actual point of obstruction was not well shown ; 
it was hidden behind the dilated rectum dur- 
ing the filling and by a coil of the sigmoid when 
the rectum was empty. 

‘““Conelusions: Examination of the colon 
shows evidence of obstruction in the lower sig- 
moid. The obstruction is quite localized and is 
consistent with a new growth. I should not 
advise giving barium by mouth. 

‘‘Kramination of the gastro-intestinal tract 
December 8. Reéxamination of the colon by 
barium enema shows the rectum to be normal 
in contour. There is still slight delay at the 
rectosigmoid junction, but no more than is very 
commonly seen. Owing to the looping of the 
sigmoid this portion of the colon cannot be 
satisfactorily visualized in its entirety. So far 
as can be determined there are no filling de- 
feets. The descending, transverse and ascending 
colon and cecum show no definite abnormality 
in contour. 

‘*Examination by barium meal: Patient ex- 

amined prone by the single meal method. The 
esophagus appears normal, and the stomach is 
normal in contour. Peristalsis is fairly active. 
The duodenal cap fills normaliy. At six hours 
the cecum is well filled and appears normal in 
contour; the colon contains a very large amount 
of barium; part of this is residue from the 
barium given the previous day. At twenty-four 
hours the colon contains considerable barium; 
it is apparently emptying very slowly. 
' “Conclusions: There is no definite evidence 
of organie disease of the stomach or duodenum. 
In view of the fact, however, that the patient is 
examined prone, a posterior wall gastric uleer 
or a ‘fleck ulcer’ of the duodenum cannot be 
positively ruled out. The second examination 
of the colon fails to reveal any abnormality ; 
the sigmoid could not be well visualized. 

““Examination of the gastro-intestinal tract 
December 13. Examination of the stomach in 
the upright position without a motor meal con- 
firms the previous observation. The stomach 





empties rapidly, the contour is normal, and the 
duodenal cap is normal. 

‘‘Kxamination of the colon, bariwm enema, 
December 14. The examination of the colon 
shows no evidence of obstruction or deformity. 

‘* After a review of all the data I am inclined 
to believe that the findings at the first examina- 
tion were due to the presence of a large amount 
of gas and fecal matter in the colon and that 
the X-ray examination of the colon is negative.”’ 

The patient was discharged on a very simple 
low residue diet and allowed to return to her 
home on Deeember 20. 

Second Admission. On December 30 she en- 
tered the hospital again after two or three tarry 
stools on December 29. She had been very care- 
ful during the ten days at home and had con- 
formed to the rules laid out for her. She had 
remained in bed or on her.couch, had climbed 
no stairs and had indulged in no undue exertion. 
The important finding was again the enlarged 
liver four or five centimeters below the costal 
margin. The patient was perfectly philosophical 
and wanted to remain in the hospital until her 
problem was solved. 

On January 6 the liver was still palpable, 
but only slightly so. 

On February 5 X-ray examination of the gas- 
tro-intestinal traet confirmed the previous find- 
ings. The report is as follows: 

‘This examination confirms the previous find- 
ings. There is no definite evidence of a lesion in 
the gastro-intestinal tract. The stomach showed 
no deformity of outline or peristalsis. The py- 
lorie sphincter and first portion of the duo- 
denum appeared normal. The barium meal 
passed readily through the small bowel and was 
entirely in the ileum in two and one-half hours. 
In twenty-four hours the meal had reached the 
reetum.”’ 

The stools were positive for blood from De- 
cember 30 through January 31, with the excep- 
tion of two analyses on January 23 and 24. Dur- 
ing this whole period she had been placed on 
first and second stage gastrie diet and had no 
symptoms relative to the gastro-intestinal tract. 
February 8 she was discharged. 

History of interval. She was followed out- 
side by her physician. Her weight remained 
constant. The diet was increased, and when 
the blood was checked Mareh 8, she was found 
to have hemoglobin 60 per cent., red cells 
4,200,000. The smear still showed considerable 
secondary anemia. 

The stools were frequently checked and found 
to be guaiac free up to May 11, when there was 
a tarry stool. She was treated at home in the 
same fashion as she had been treated in the hos- 
pital. Her physician palpated the abdomen and 
reported an enlarged liver that gradually re- 
ceded. 

After this episode there was no further diffi- 
culty during the summer. She was allowed 


more freedom in regard to diet and activity, al- 
though at all times she used a great deal of 
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discretion. A few vegetables such as green peas, 
carrots, spinach and squash were put through 
a ‘‘Sep-ro-siv’’.* Aside from this no rough- 
age was permitted in the diet. Liver pulp, liver 
extract, and iron were given her. 

On July 25 a complete gastro-intestinal tract 
X-ray examination was made, with the follow- 
ing conclusions : 

‘The kidney areas are normal and show no 
stone. The spine shows some hypertrophic ar- 
thritis. No shadows in the gall bladder area. 

‘‘Barium meal given passed readily down the 
esophagus, filling the stomach. The stomach 
hangs somewhat to the right with a line across 
the lesser curvature side of the antrum near the 
sphineter which looks like a drag of the omen- 
tum. The duodenum was flattened, seemed flex- 
ible; but there was always a small fleck in the 
emptying on the lesser curvature side that was 
seen either in the supine or upright positions 
and we believe could well have been the base 
of a small bleeding ulcer. No activity at the 
present time. The stomach emptied freely and 
there was no other evidence of any lesion.’’ 

On August 19 her weight was 141 pounds; 
blood pressure 145 systolic, 95 diastolic. Her 
stool was negative for blood. 

On September 9 for no determinable reason 
another dark brown stool followed by a tarry 
stool was observed. She was again treated at 
home for a short time. The liver enlarged and 
still the patient remained entirely symptomless. 
There had been no nausea or vomiting at any 
time since the first entry into the hospital. The 
surgical opinion on October 1 was the same as 
previous surgical opinions : 

‘*Tt seems most extraordinary that we cannot 
find where the blood comes from. It is always 
so unsatisfactory to operate upon patients when 
you do not know what you are operating for 
that I always like to hold off until the last pos- 
sible moment. I wish that Chevalier Jackson 
might find something to account for her bleed- 
ine, but I doubt very much if he could.’’ 

The third admission to the hospital was on 
Oetober 3. <A liver that had been observed by 
three of us to be definitely enlarged on Septem- 
ber 13 again receded and was jusi palpable 
below the costal margin. 

On October 5 laparotomy was done. 


DISCUSSION 
BY BENJAMIN H. RAGLE, M.D. 


The X-ray finding on December 1 that sug- 
gested obstruction in the lower sigmoid is based 
on the faet that we had not been able for fear of 
bleeding to give laxatives. Oil enemas had in- 
sufficiently cieaned out the colon. The proof of 
this point was demonstrated by repetition of 
the barium enema eight days later. Prior to 
this latter examination we had obtained a con- 


*A patent sieve for making purées. 





CABOT CASE RECORDS 687 





siderable amount of hard inspissated feces by 
enemas. 

It is interesting to note that on February 5 
the barium meal had passed through the stom- 
ach and duodenum and was so far as could be 
determined in the ileum in two and one-half 
hours. Our conclusion at that time was that 
there could be no considerable obstruction in 
the small bowel. 

We at no time felt that it was safe to do gas- 
tric analysis. This was considered by all of us 
at various times as being an important diag- 
nostic test, but inasmuch as local varix was a 
considerable possibility we delayed this proce- 
dure. Occult bleeding such as was found in this 
case (at no time was fresh blood found) practi- 
eally always means bleeding from the stomach, 
duodenum or small intestine. If there is any 
considerable amount of bleeding from the large 
intestine, fresh blood is apt to be noted during a 
period of ten months’ observation. 

The facet that the patient’s symptoms in the 
beginning were chiefly cardiae is entirely at- 
tributable, of course, to her anemia. 

The diagnosis therefore seemed to lie between : 

1. Cirrhosis of the liver with varices. 

2. Malignaney, probably leiomyosarcoma 
rather than adenocarcinoma. 

3. Benign polyp. 

4. Silent uleer of the stomach and duodenun, 
more probably the latter. (Nausea and vomit- 
ing are apt to be associated with stomach ulcer, 
and in this case we were led to believe that at 
times hemorrhage was fairly massive, since sev- 
eral tarry stools were obtained. ) 

We were unable to explain the enlargement 
of the liver with its rather rapid recession. Com- 
ment by one of the observers is as follows: 

‘*Her liver edge was easily felt through the 
soft, thin abdominal wall at the level of the 
navel along the anterior axillary line or a little 
below that if anything. I should say it felt like 
a normal liver edge. The spleen was not pal- 
pable. Besides the anemia and the blood in the 
stools, it seems to me the most important physi- 
cal finding in this ease is the large volume of the 
liver. This enlargement is associated with 
periods of active bleeding. It is difficult to un- 
derstand, but it is certainly against any kind of 
primary growth in the stomach with metastasis 
to the liver.’’ 

Esophagoscopy such as is reeommended by Dr. 
Chevalier Jackson was at various times contem- 
plated. 

Bleeding in connection with diaphragmatic 
hernia such as has been reported and suggesting 
purely mechanical origin could explain the 
anemia, the absenee of loss of weight, the 
absence of pain and the relatively excellent gen- 
eral health of the patient during the ten months 
of observation. 

Exploratory operation was considered from 
the very beginning. The consensus of opinion, 
however, is summed up very well by the com- 
ment of one of the surgeons. 


‘ 
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FURTHER HISTORY 


OPERATION 


Left paramedian muscle retracting incision. 
The stomach was gone over thoroughly. Noth- 


ing suggesting ulcer or tumor could be found. 
The liver was slightly enlarged and sheghtly 





evranular in appearance. The liver edge was two 


inch and a quarter in size. It was a reddish 
translucent tumor with large veins over its sur- 
face and was attached close to the mesenteric 
border of the bowel. (See Plates I and II.) 
Resection of the jejunum was done about two 
inches above the growth and about six inches 
below. Several small glands in the mesentery 
were removed. As much mesentery as possible 





CASE 


16142. 


PLATE I. 





CASE 16142. 


fingers below the right costal border. The duo- 
denum, pancreas, both kidneys and transverse 
colon were very carefully gone over. The trans- 
verse colon was turned up and a much enlarged 
jejunum presented itself. In examining this a 
tumor of the jejunum about three and a half 
inches below the muscle of Treitz appeared. This 
tumor was almost like a tumor with a pedicle, 
the attachment to the intestine being almost an 





PLATE II. 


without injuring the blood supply was removed 
with the bowel and an end-to-end suture with 
chromic catgut was done. The wound was closed 
without drainage. 


PATILOLOGIC REPORT 


A section of jejunum 15 centimeters in length. 
3 centimeters from one end is attached a_ pe- 
duneulated nodular tumor measuring 4 by 5 by 5 
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centimeters. The pedicle is short and broad, 
measuring 2.5 centimeters in diameter. On the 
mucosal surface a shallow ulcer two millimeters 
in depth and 1.5 centimeters in diameter over- 
lies the tumor. It is devoid of mucosa. On sec- 
tion the tumor shows a firm pinkish-white sur- 
face in which numerous fibrous bands can be 
distinguished. The gross appearance is in every 
way characteristic of a uterine fibroid. 

Microscopie examination shows a fairly cellu- 
lar tumor composed of interweaving bands of 
spindle cells separated by moderate amounts 
of fibrous stroma. The tumor cells produce no 
collagen and with the phosphotungstie acid stain 
definite myoglia fibrils can be identified. <A 
mitotic figure is found for every 10 to 15 oil 
immersion fields. The lymph nodes are negative. 

The tumor is unquestionably of smooth muscle 
origin. In view of the rate of growth it seems 
necessary to class it as a sarcoma, since myomas 
as well differentiated as this occasionally me- 
tastasize. The prognosis is, however, probably 
eood. 

Leiomyosarcoma of the jejunum. 





The patient made a rapid and uneventful 
recovery and was discharged from the hospi- 
tal October 19. 


NOTES ON TREATMENT 


During the ten months of observation of this 
patient the treatment carried out was as fol- 
lows : 





1. Flat in bed. 

2. Simple liquid first stage gastric diet. 

3. No laxatives. No enemas during the first 
three or four days; subsequently oil enemas. 
When we were sure that active bleeding had 
ceased, plain mineral oil was given by mouth. 
We never had any reason to suspect that these 
procedures increased bleeding. 

4. Drugs were not necessary because the pa- 
tient codperated completely, was relaxed and 
slept well. The blood pressure remained at a 
proper level. The pulse at no time became 
rapid. 

5. Frequent checking of the blood hemo- 
olobin and red counts reassured us. 

6. As soon as the stools were guaiae free the 
diet was increased to include liver extract, iron, 
vegetables put through a ‘‘Sep-ro-siv’’, and liver 
and beef pulp. 


ul 


DIAGNOSES 


FIRST ADMISSION 


Possible duodenal ulcer. 
Secondary anemia. 
Hemorrhage from the gastro-intestinal tract. 


SECOND ADMISSION 
Possible duodenal uleer. 
Possible cirrhosis of the liver. 
Secondary anemia. 

THIRD ADMISSION 


Leiomyosaredma of the jejunum. 
Resection of the jejunum. 
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A CURTOUS PARADOX 


ONE of the curious features of modern trend 
in science is that as our mechanical methods of 
observation become more refined our use of the 
fundamental means of transmission and expres- 
sion of ideas, language, becomes more and more 


slipshod. The very man who insists on triple 
distilled water, analyzed and_ re-crystallized 


compounds for his reagents, may express the 
ideas which are the fruit of his careful labor in a 
jargon that is clumsy, inexact, and at times al- 
inost unintelligible. 

The steady trend in language, both spoken and 
written, has been downward while our scientific 
methods have been progressively refined. The 
ascent from tradition to experimental science 
has been paralleled by the transition from the 
Vedas to the yellow press. Shades of meaning 
readily distinguished in Sanskrit and in Greek 
were attenuated by the militant efficiency of the 
Romans. What farther heights might not Cicero 


have reached with all the delicate subtleties of 
Greek syntax at his disposal! 
In the present day English the subjunctive has 





become an affectation, the dual has disappeared, 
the pluperfect and future perfect have joined 
the iguanadon and ichthyosaurus. The average 
scientific paper is couched in simple declaratives 
with perhaps a rhetorical interrogation or two, 
and is often replete with awkward expressions 
and grammatieal erudities, which, if it were not 
for the watchful eye of the editor, would give a 
raucous contradiction to the purported metic- 
ulous accuracy of the contained subject matter. 
There is no reading more difficult than that of 
the average scientific journal, not so much be- 
cause of the subject matter but because of the 
inept presentation of it. More attention to 
language as a scientific tool might well repay the 
effort. 





PREVENTION AND TREATMENT OF 
COLDS IN CHILDREN 


At this time of year, more than at any other, 
our attention is directed to the prevalence of 
the common cold, particularly in children. Its 
importance cannot be over-emphasized ; not only 
is it a souree of annoyance and discomfort in 
itself, but its secondary invasion to the middle 
ear, mastoid cells, accessory sinuses and the lower 
respiratory tract, and their sequelae, may have 
a far-reaching and disastrous effect. 

We have added nothing particularly new to 
our knowledge of the prevention and _treat- 
ment of the cold, but so important is the dis- 
ease that what knowledge we have deserves an 
annual repetition. 

Warren B. Davis, M.D., writing in the 
Archives of Pediatrics, March, 1929, summarizes 
the weapons which we have in our therapeutic 
erab bag. For prevention, good general health 
and resistance must be maintained, attention 
being given to proper diet, out-door life, exer- 
cise, proper bathing, the regulation of heat and 
ventilation in homes and schools, and the avoid- 
ance of exposure. 

The loeal conditions which predispose to colds 
are: 

1. The presence of some focus of subacute 
or chronic infection in the upper respiratory 
tract, most frequently in tonsils and adenoids. 

2. Obstruction interfering with free nasal 
respiration and the ventilation and drainage of 
the accessory nasal sinuses. 

The author considers it of importance in 
prophylaxis to clear up the infections and re- 
move or decrease the nasal obstructions, al- 
though he warns against careless nasal surgery 
in children. 

Vaccine therapy in young children he believes 
to be of more value in clearing up infections 
in sinus areas than it is in establishing im- 
munity to colds in normal children. In older 
children, adolescents and adults, he believes 
mixed vaccines to be of value both in treatment 
and in prophylaxis. 
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Dr. Davis summarizes his general plan of 
treatment of colds as follows: 

1. Early administration of a laxative, milk 
of magnesia being preferred because of its al- 
kalinizing effect. 

2. A hot mustard foot-bath, followed by rest 
in bed for one or two days. This is of value in 
helping to abort or shorten the duration of 
colds. 

3. <A light diet and an abundance of water. 

4. Atropin sulphate in small doses when the 
nasal secretion is thin and abundant. This, he 
believes, not only adds to the comfort but tends 
to deerease the probability of middle ear in- 
volvement. ; 

5. The internal administration of soda bicar- 
honate or some other alkalinizing agent. 

6. Cleansing the nose with mineral oil, plain 
or aromatized., 

The use of adrenalin or ephedrine solutions he 
deprecates on account of the reactionary con- 
gestion which soon follows their use. 

The treatment of the common cold is at pres- 
ent largely a matter of increasing comfort and 
attempting to shorten the course, but any efforts 
to prevent its complications are decidedly worth 
utilizing. 





THE NEW ENGLAND HEALTH 
INSTITUTE 


BEGINNING on April 14, 1930 and extending 
through the week there will be conducted in 
Boston a series of exercises covering public 
health problems of great importance. 

The executive committee under the chairman- 
ship of Dr, George H. Bigelow has made ar- 
rangements for an educational program which 
will be a postgraduate course in public health. 
Specialists in the several departments are to be 
present and will give the most advaneed thought 
with respect to official activities and personal 
responsibilities of physicians, nurses and social 
service workers. 

Whoever gives time to a study of the program 
will be amazed at the breadth of the plans for 
these meetings and the spirit of codperation 
shown by eminent scientists who are to be pres- 
ent and contribute to the discussions. 

Every doetor in New England, public health 
officer or worker, leaders of the nurses and social 
service organizations should send for a program, 
study it carefully and arrange to give as much 
time as possible to those subjects concerning 
which each has or ought to have interest. 

In addition to the lectures and discussions, 
clinies will be held for doetors and dentists and 
luncheons and dinners provided for different 
participating organizations. 

His Excellency Governor Allen and His 
Honor Mayor Curley, Dr. Livingston Farrand, 
Dr. W. S. Rankin and Dr. Robert B. Greenough 
will speak at the banquet at the Statler Tuesday 











evening. Other social occasions are listed in the 
program. 

This will be a large convention and those 
planning to attend should register early, and 
make arrangements for tickets for the banquets 
and elinies. <A visit to Boston for that week will 
be the most valuable vacation possible. If any 
interested person has not procured a program, 
application should be made immediately. <A 
careful study of the details will enable one to 
allot time to the exercises of especial interest. 

We predict that a perusal of the program will 
bring regret because of the inability of any one 
person to cover even a reasonable proportion of 
the matters of individual interest. 

Dr. Bigelow and his committee are to be con- 
eratulated for the magnitude of the conception 
of a Health Institute as set forth in the litera- 
ture. 





THIS WEEK’S ISSUE 


ConTaINs articles by the following named au- 
thors: 


Wasupurn, Frank H. M.D. Tufts 1899. 
F.A.C.S. Surgeon, Holden District Hospital. 
Consulting Surgeon, Rutland State Sanatorium. 
His subject is: ‘‘A Congenital Polyeystie Kid- 
ney Duplex’’. Page 657. Address: Holden, 
Mass. 


CoLtsy, Furrcuer H. B.S., M.D. Harvard 
1918. Assistant Urologist, Massachusetts Gen- 
eral Hospital. Surgeon to Out-Patients, Palmer 
Memorial Hospital. Assistant in Surgery, Har- 
vard Medical School. Assistant Surgeon, Collis 
P. Huntington Memorial Hospital. His sub- 
ject is: ‘‘Lymphosarcoma of Both Testicles, 
Metastatic From the Nasopharynx’’. Page 657. 
Address: 6 Commonwealth Avenue, Boston. 


VERMOOTEN, VINCENT. B.A., M.A., M.D. 
Johns Hopkins University School of Medicine 
1923. Instructor in Urology, Yale University. 
Associate Surgeon, New Haven Hospital and 
New Haven Dispensary. His subject is: ‘‘A 
Ball of Hair in the Urethra; A Late Complica- 
tion of the Bucknall Operation for Hypo- 
spadias’’. Page 658. Address: New Haven 
Hospital, New Haven, Conn. 


CHAMBERLIN, H. A. M.D. Tufts 1913. 
F.A.C.S. Consulting Urologist, New England 
Hospital for Women and Children. Assistant 
Consulting Urologist, Cambridge Hospital, Cam- 
bridge. Surgeon to Urological Department, 
Boston Dispensary and Hospital for Children. 
His subject is: ‘‘A Large Solitary Cyst of the 
Kidney’’. Page 660. Address: 520 Common- 
wealth Avenue, Boston. 


KKRETSCHMER, HERMAN L. M.D. Northwestern 
University Medical School 1904. F.A.C.S. 
Urologist to the Presbyterian Hospital, Chicago, 
Ill. His subject is: ‘‘Tuberculosis of the Kid- 







kr 





oe Ra SS ET AE SSR RL TT RRR A TEE a 






692 EDITORIAL DEPARTMENT 


N. E. J. of M. 
April 3, 1930 





ney’’. Page 660. Address: 122 South Michi- 
gan Avenue, Chicago, Il. 


Meics, Jop V. A.B., M.D., Harvard 1919. 
F.A.C.S. Surgeon to Out-patient Department, 
Massachusetts General Hospital, Huntington 
Memorial Hospital and Palmer Memorial Hos- 
pital. Surgeon, Pondville Hospital, Norfolk, 
and Vincent Memorial Hospital, Boston. Non- 
resident Visiting Surgeon, Burbank Hospital, 
Fitchburg. His subject is: ‘‘ Endometriosis: 
Age of Occurrence, Ovarian Conservation, 
Atrophy and Growth in the Operative Scar’’. 
Page 672. Address: 264 Beacon Street, Bos- 
ton. 


CasTeEN, Viren. A.B., M.D. Harvard 1928. 
Former Neurological House Officer, Massachu- 
setts General Hospital. Now Ophthalmic 
House Officer, Massachusetts Eve and Ear In- 
firmary. His subject is: ‘*‘Tryparsamide 
Amblyopia Treated by ‘Forced Drainage’ of the 
Cerebrospinal Fluid’’. Page 676. Address: 
Massachusetts Eye and Ear Infirmary, Boston. 


INGALL, Morris. B.Se., M.D. Harvard 1928. 
Interne, Beth Israel Hospital 1928-1929. In- 
terne, Boston City Hospital 1929-1930. Ad- 
dress: Boston City Hospital, Boston. <Asso- 
ciated with him is: 

FREEMAN, Harry. A.B., M.D. Harvard 1928. 
Resident, Third Medical Service, Boston City 
Hospital. Address: Boston City Hospital, Bos- 
ton. Their subject is: ‘*‘The Prevalence of 
Tapeworm Infestation in Jewish Patients’’. 
Page 679. 





THE MEDICAL LIBRARY AND MASSA- 
CHUSETTS MEDICAL SOCIETY FUND 


Have vou ever thought of the advisability of 
asking a friend of some doctor to contribute to 
the Fund as a memorial to perpetuate the 
memory of one who was interested in the Li- 
brary and the Society ? 

—_.g——___—_ 


THE DOCTOR’S SADDLE BAG 
NEW WINE IN OLD BOTTLES 


THE Saddlebag Editor has for now these two 
vears broken his lance on various and sundry 
windmills adorning the illusionary landscape 
-of medical practice. No claim is made that 
grievous wrongs have been righted, and for- 
tunately no claims have as yet been entered 
against him, nor has the Journal suffered at the 
hands of irate plaintiffs. The old days of 
journalism have passed, and the editors, sitting 
snug and secure in their sanctum, are well 
pleased with the fact. No procession of political 
opponents has wound its way venomously to 
the barricaded office door; no effigies have been 
burned ; the only window broken was due to the 
carelessness of the editor with the window pole. 

- Life is less in the raw than formerly ; burning 





issues are fewer and are accepted more com- 
placently ; issues of news print are burned only 
when starting the kitchen fire. Although only 
a very few years younger than the London 
Lancet, the Boston Medical and Surgical Journal 
led a very sedate existence compared with the 
turbulent early years of that firebrand, and now 
the Lancet is so conservative as to be almost 
stodgy. The tempora and mores have changed; 
no doubt about it. 

Under the circumstances it is not surprising 
that the fluid in the Saddlebag Editor’s pen, 
whether life or embalming, is running more 
slowly, even while the sap in the maple trees, 
which has lain dormant through the winter, is 
coursing back to life and dripping from its 
branches onto the polished fenders of the ears 
parked beneath. 

Twenty-four Saddlebags have jogged their 
way into type and onto the clean pages of the 
Journal and most of them have found their 
way, unread, into the waste paper baskets of 
New England. This leads to the announcement 
that our ebullition of today is an S O'S for as- 
sistance. If the Saddlebag is to continue it must 
do so as a Forum, edited, if you will, by the 
original author, but no longer as the product 
solely of his harassed pen. The responsibili- 
ties of parenthood are so great that we must 
issue an appeal for more parents to share this 
responsibility. The ball has been set rolling 
and its continued impetus must come from those 
of our readers who have burning issues which 
they would bring before the medical publi¢ in 
these pages. 

The Editor reserves the right to select, out of 
the mass of correspondence which he now hourly 
expects to beat upon his desk, that which he 
considers most suitable for this column; he 
reserves the right to comment upon it as he sees 
fit; he reserves the right to call upon his readers 
—if he has them—for comment, and finally he 
reserves the right, if he fails to receive support, 
of allowing the Saddlebag to slip into a state 
of suspended animation, if not of death itself. 

Occasionally, perhaps, if a new idea should 
force itself upon his consciousness the Editor 
will again take his pen from its resting place 
upon the wall, as Cincinnatus, leaving his 
plough in the furrow, took his musket—did they 
have muskets then ?—from the corner cupboard, 
and beat out another Saddlebag, but four and 
twenty, at monthly intervals, constitutes a good- 
ly number and he would quit while he still has 
wit to quit. 

Saddlebags may come and Saddlebags may go, 
but the exacting demands of Medicine as a pro- 
fession go on forever, and while it is delight- 
ful to enjoy the aroma of antiquity which comes 
from the consideration of the saddlebag—the 
indispensable pocket pharmacy of the old prac- 
titioner—such dreams are the right of the very 
young and the very old; the rest of us must 
play shoemakers and stick to our lasts. We 
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must remember the advice given by the Auto- 
erat of the Breakfast Table to the young prac- 
titioner: ‘‘Do not dabble in the muddy sewer 
of polities, nor linger by the enchanted stream 
of literature, nor dig in the far-off fields for the 
hidden waters of alien sciences. The great prac- 
titioners are generally those who concentrate all 
their powers on their business.’’ 

So be it. Saddlebags have little place in the 
armamentaria of modern medicine, fascinating 
as it is to dig into the middle of them and draw 
forth pink pills and painless powders. The shoe- 
maker at his bench must cobble with new leather, 
for his children need shoes more than the doe- 
tors need saddlebags—and if, perchance, they 
are filled again the doctors must fill them. 


_— 
—p 





The Massachusetts Medical Society 


SECTION OF OBSTETRICS AND GYNECOLOGY 


Louis E. Phaneuf, M.D. Alonzo K. Paine, M.D. 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 


Will You Please Discuss Pyelitis Complicating 
Pregnancy? 


Kidney infection is one of the frequent com- 
plications of pregnancy. In the majority of cases 
the infecting organism is B. coli communis. 
Ureteral obstruction is a feature of considerable 
importance and in some few cases may prove to 
he the decisive factor. Such obstruction is 
demonstrated in a large proportion of pregnant 
women by the presence of hydro-ureter and 
hydronephrosis. A variety of explanations for 
the obstruction has been advanced but none is 
completely satisfactory. Chronic constipation 
is thought to be a factor in etiology. 

Clinically, pyelitis may vary from the latent 
form, symptomless and discovered only during 
the course of routine examination, to a violent 
infection, associated with high fever, costo- 
vertebral pain and tenderness, dysuria and fre- 
quency of micturition. There is always pus in 
the urine on microscopic examination. Where 
plugging of the ureter by pus or mucus, and 
consequent lack of drainage, occurs, the symp- 
toms are all aggravated, due to back pressure in 
the kidney and increased toxic absorption. It is 
worth noting that a diagnosis of pvelitis may be 
ruled out by the microseopie examination of a 
voided specimen, if pus is absent; but can never 
be positively established in the woman except by 
a catheterized specimen. If this precaution, to 
exclude vaginal and cervical discharges from the 
specimen, is not taken, the origin of any pus 
found cannot be determined by microscope. 

There has been little change in the standard 
treatment of pyelitis for several years past. 
Forcing fluids, to flush the kidneys, and remove 
the bacteria and their toxic products, combined 
With a urinary antiseptic such as urotropin is 
the most common form of treatment to begin 





with. The fluid intake may be increased to three 
quarts daily with benefit, but above that, water 
excretion becomes a burden to the kidney. What- 
ever antiseptic properties urotropin possesses 
are more active in acid media, and therefore, 
sodium acid phosphate or some substitute should 
be given in doses sufficient to render the urine 
acid. 

A variant of this treatment consists in chang- 
ing the reaction of the urine from acid to alkali 
and back at intervals of four to five days. This 
constant change in acidity discourages bacterial 
erowth. The fluid intake is kept high and the 
alkaline reaction in the urine is seeured by the 
use of bicarbonate of soda. Many patients are 
more comfortable when the urine is alkaline, 
being less troubled with frequency and burning. 
Under either régime the diet should be restricted 
as regards condiments and alcohol and the pro- 
teins should be reduced. 

The same methods may be followed in the 
severer cases with backache and fever, in addi- 
tion to which the patient is put to bed and the 
diet further restricted to soft solids. Heat or 
cold in the kidney regions may give relief. If, 
after four or five days, the temperature still re- 
mains high and the urinary condition is not im- 
proving, the patient has demonstrated pretty 
conclusively that she will need more than con- 
servative treatment, and the next step is cathe- 
terization of the-ureters and lavage of the kid- 
ney pelvis. It is now generally felt that all 
cases of pyelitis have greater or less involvement 
of the kidney substance and that conservative 
treatment, without improvement, prolonged for 
more than the time above stated, results in 
permanent and unnecessary damage to the kid- 
ney function. The results of kidney lavage are 
usually very good and the patient shows prompt 
improvement. Occasionally patients will not 
respond to any treatment and the pregnancy 
must be terminated as a last resort. 

Two new therapeutic suggestions have been 
made in the last year or two which are not as yet 
fully accepted. Caprokol has been introduced as 
a urinary antiseptic but it has been rather cau- 
tiously used because of the necessity of limiting 
the fluid intake to maintain a sufficient concen- 
tration of the drug in the urine. It is not vet 
demonstrated whether its antiseptic properties 
are sufficiently great to offset the reduction in 
elimination. The other suggestion was made by 
Hofbauer—namely that small doses of pituitrin 
be used to stimulate ureteral peristalsis and re- 
duce the dilatation of the kidney pelvis. The 
use of pituitrin entails the danger of abortion or 
premature delivery, and for that reason it must 
be used with the utmost caution in these cases. 





Questions of a similar nature to the above will 
be discussed in the Journal each week. They 
may be addressed to the Clerk of the Committee 
in care of the Journal and will be answered by 
members of the Committee of the Section of 
Obstetrics and Gynecology. 
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ney’’. Page 660. Address: 122 South Michi- 


gan Avenue, Chicago, III. 


Meics, Jor V. A.B., M.D., Harvard 1919. 
F.A.C.\S. Surgeon to Out-patient Department, 
Massachusetts General Hospital, Huntington 
Memorial Hospital and Palmer Memorial Hos- 
pital. Surgeon, Pondville Hospital, Norfolk, 
and Vincent Memorial Hospital, Boston. Non- 
resident Visiting Surgeon, Burbank Hospital, 
Fitchburg. His subject is: ‘* Endometriosis: 
Age of Occurrence, Ovarian Conservation, 
Atrophy and Growth in the Operative Sear’’. 
Page 672. Address: 264 Beacon Street, Bos- 
ton. 


Casten, Viren. A.B., M.D. Harvard 1928. 
Former Neurological House Officer, Massachu- 
setts General Hospital. Now Ophthalmic 
House Officer, Massachusetts Eve and Ear In- 
firmary. His subject is: ‘*Tryparsamide 
Amblyopia Treated by ‘Forced Drainage’ of the 
Cerebrospinal Fluid’’. Page 676. Address: 
Massachusetts Eve and Ear Infirmary, Boston. 


INGALL, Morris. B.Se., M.D. Harvard 1928. 


Interne, Beth Israel Hospital 1928-1929. In- 
terne, Boston City Hospital 1929-1930. Ad- 
dress: Boston City Hospital, Boston. Asso- 


ciated with him is: 

FREEMAN, Harry. A.B., M.D. Harvard 1928. 
Resident, Third Medical Service, Boston City 
Hospital. Address: Boston City Hospital, Bos- 
ton. Their subject is: ‘‘The Prevalence of 


Tapeworm Infestation in Jewish Patients’’. 
Page 679. 





THE MEDICAL 
CHUSETTS 


LIBRARY 
MEDICAL SOCIETY 


AND MASSA- 
FUND 

Have you ever thought of the advisability of 
asking a friend of some doctor to contribute to 
the Fund as a memorial to perpetuate the 
memory of one who was interested in the Li- 
brary and the Society? 

——$_g——___—_ 


THE DOCTOR’S SADDLE BAG 
NEW WINE IN OLD BOTTLES 


THE Saddlebag Editor has for now these two 
years broken his lance on various and sundry 
windmills adorning the illusionary landscape 
-of medical practice. No claim is made that 
grievous wrongs have been righted, and for- 
tunately no claims have as yet been entered 
against him, nor has the Journal suffered at the 
hands of irate plaintiffs. The old days of 
journalism have passed, and the editors, sitting 
snug and secure in their sanctum, are well 
pleased with the fact. No procession of political 
opponents has wound its way venomously to 
the barricaded office door; no effigies have been 
burned ; the only window broken was due to the 
carelessness of the editor with the window pole. 

- Life is less in the raw than formerly ; burning 





issues are fewer and are accepted more com- 
placently ; issues of news print are burned only 
when starting the kitchen fire. Although only 
a very few years younger than the London 
Lancet, the Boston Medical and Surgical Journal 
led a very sedate existence compared with the 
turbulent early years of that firebrand, and now 
the Lancet is so conservative as to be almost 
stodgy. The tempora and mores have changed; 
no doubt about it. 

Under the circumstances it is not surprising 
that the fluid in the Saddlebag Editor’s pen, 
whether life or embalming, is running more 
slowly, even while the sap in the maple trees, 
which has lain dormant through the winter, is 
coursing back to life and dripping from its 
branches onto the polished fenders of the ears 
parked beneath. 

Twenty-four Saddlebags have jogged their 
way into type and onto the clean pages of the 
Journal and most of them have found their 
way, unread, into the waste paper baskets of 
New England. This leads to the announcement 
that our ebullition of today is an S O'S for as- 
sistance. If the Saddlebag is to continue it must 
do so as a Forum, edited, if you will, by the 
original author, but no longer as the product 
solely of his harassed pen. The responsibili- 
ties of parenthood are so great that we must 
issue an appeal for more parents to share this 
responsibility. The ball has been set rolling 
and its continued impetus must come from those 
of our readers who have burning issues which 
they would bring before the medical publie¢ in 
these pages. 

The Editor reserves the right to select, out of 
the mass of correspondence which he now hourly 
expects to beat upon his desk, that which he 
considers most suitable for this column; he 
reserves the right to comment upon it as he sees 
fit; he reserves the right to call upon his readers 
—if he has them—for comment, and finally he 
reserves the right, if he fails to receive support, 
of allowing the Saddlebag to slip into a state 
of suspended animation, if not of death itself. 

Occasionally, perhaps, if a new idea should 
force itself upon his consciousness the Editor 
will again take his pen from its resting place 
upon the wall, as Cincinnatus, leaving his 
plough in the furrow, took his musket—did they 
have muskets then ?—from the corner cupboard, 
and beat out another Saddlebag, but four and 
twenty, at monthly intervals, constitutes a good- 
ly number and he would quit while he still has 
wit to quit. 

Saddlebags may come and Saddlebags may go, 
but the exacting demands of Medicine as a pro- 
fession go on forever, and while it is delight- 
ful to enjoy the aroma of antiquity which comes 
from the consideration of the saddlebag—the 
indispensable pocket pharmacy of the old prac- 
titioner—such dreams are the right of the very 
young and the very old; the rest of us must 
play shoemakers and stick to our lasts. We 
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must remember the advice given by the Auto- 
erat of the Breakfast Table to the young prac- 
titioner: ‘‘Do not dabble in the muddy sewer 
of polities, nor linger by the enchanted stream 
of literature, nor dig in the far-off fields for the 
hidden waters of alien sciences. The great prac- 
titioners are generally those who concentrate all 
their powers on their business.’’ 

So be it. Saddlebags have little place in the 
armamentaria of modern medicine, fascinating 
as it is to dig into the middle of them and draw 
forth pink pills and painless powders. The shoe- 
maker at his bench must cobble with new leather, 
for his children need shoes more than the doe- 
tors need saddlebags—and if, perchance, they 
are filled again the doctors must fill them. 


_— 
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The Massachusetts Medical Society 


SECTION OF OBSTETRICS AND GYNECOLOGY 


Louis E. Phaneuf, M.D. Alonzo K. Paine, M.D. 
Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 


Will You Please Discuss Pyelitis Complicating 
Pregnancy? 


Kidney infection is one of the frequent com- 
plications of pregnancy. In the majority of cases 
the infecting organism is B. coli communis. 
Ureteral obstruction is a feature of considerable 
importance and in some few cases may prove to 
be the decisive factor. Such obstruction is 
demonstrated in a large proportion of pregnant 
women by the presence of hydro-ureter and 
hydronephrosis. A variety of explanations for 
the obstruction has been advanced but none is 
completely satisfactory. Chronic constipation 
is thought to be a factor in etiology. 

Clinically, pyelitis may vary from the latent 
form, symptomless and discovered only during 
the course of routine examination, to a violent 
infection, associated with high fever, costo- 
vertebral pain and tenderness, dysuria and fre- 
queney of micturition. There is always pus in 
the urine on microscopic examination. Where 
plugging of the ureter by pus or mucus, and 
consequent lack of drainage, occurs, the svmp- 
toms are all aggravated, due to back pressure in 
the kidney and increased toxic absorption. It is 
worth noting that a diagnosis of pvelitis may be 
ruled out by the microscopic examination of a 
voided specimen, if pus is absent; but can never 
be positively established in the woman except by 
a catheterized specimen. If this precaution, to 
exclude vaginal and cervical discharges from the 
specimen, is not taken, the origin of any pus 
found cannot be determined by microscope. 

There has been little change in the standard 
treatment of pyelitis for several years past. 
Forcing fluids, to flush the kidneys, and remove 
the bacteria and their toxic products, combined 
with a urinary antiseptic such as urotropin is 
the most common form of treatment to begin 





with. The fluid intake may be increased to three 
quarts daily with benefit, but above that, water 
excretion becomes a burden to the kidney. What- 
ever antiseptic properties urotropin possesses 
are more active in acid media, and therefore, 
sodium acid phosphate or some substitute should 
be given in doses sufficient to render the urine 
acid. 

A variant of this treatment consists in chang- 
ing the reaction of the urine from acid to alkali 
and back at intervals of four to five days. This 
constant change in acidity discourages bacterial 
erowth. The fluid intake is kept high and the 
alkaline reaction in the urine is secured by the 
use of bicarbonate of soda. Many patients are 
more comfortable when the urine is alkaline, 
being less troubled with frequency and burning. 
Under either régime the diet should be restricted 
as regards condiments and aleohol and the pro- 
teins should be reduced. 

The same methods may be followed in the 
severer cases with backache and fever, in addi- 
tion to which the patient is put to bed and the 
diet further restricted to soft solids. Heat or 
cold in the kidney regions may give relief. If, 
after four or five days, the temperature still re- 
mains high and the urinary condition is not im- 
proving, the patient has demonstrated pretty 
conclusively that she will need more than eon- 
servative treatment, and the next step is cathe- 
terization of the-ureters and lavage of the kid- 
ney pelvis. It is now generally felt that all 
cases of pyelitis have greater or less involvement 
of the kidney substance and that conservative 
treatment, without improvement, prolonged for 
more than the time above stated, results in 
permanent and unnecessary damage to the kid- 
ney function. The results of kidney lavage are 
usually very good and the patient shows prompt 
improvement. Occasionally patients will not 
respond to any treatment and the pregnancy 
must be terminated as a last resort. 

Two new therapeutic suggestions have been 
made in the last year or two which are not as yet 
fully accepted. Caprokol has been introduced as 
a urinary antiseptic but it has been rather cau- 
tiously used because of the necessity of limiting 
the fluid intake to maintain a sufficient concen- 
tration of the drug in the urine. It is not vet 
demonstrated whether its antiseptic properties 
are sufficiently great to offset the reduction in 
elimination. The other suggestion was made by 
Hofbauer—namely that small doses of pituitrin 
be used to stimulate ureteral peristalsis and re- 
duce the dilatation of the kidney pelvis. The 
use of pituitrin entails the danger of abortion or 
premature delivery, and for that reason it must 
be used with the utmost caution in these cases. 





Questions of a similar nature to the above will 
be discussed in the Journal each week. They 
may be addressed to the Clerk of the Committee 
in care of the Journal and will be answered by 
members of the Committee of the Section of 
Obstetrics and Gynecology. 
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CURRENT AFFAIRS {A TRIBUTE TO DOCTOR VINCENT Y. 
BOWDITCH 


Tne headquarters of the Massachusetts Medi- 
cal Society are located at 165 Newbury Street, 
Boston, and the rooms are open from 9 to 5 
A com- 


daily. The telephone is Kenmore 2094. 


petent clerical force is always present. Legisla- 
tive, historical, exeeutive or statistical informa- | 
tion if available will be supplied promptly. 
There were 1471 bills considered by our legis- 
No bills antagonistic to medi- 
The 


chiropractors did not introduce a bill this session. 


lature this session. 


cal progress have been passed thus far. 


The vaccination bill sponsored by Dr. Wood- 
ward was to the Committee 
Public Health owing to a parliamentary ruling. 
A new bill 1161 and was 
finally referred to the next annual session. 

Recently the Governor called attention to the 
of addicted to the 
use of habit-forming drugs. This matter was 
considered by the Committee on Publie Health. 
The committee reeommended that an unpaid 
hoard of seven persons be appointed by the Gov- 
ernor to make a survey of this problem. We 
feel that this is a move in the right direction 
and will give it our moral and active support. 

The Campaign for the United Building Fund, 
conducted by a committee with representatives 
from the Massachusetts Medical Society, Boston 
Medical Library and Academy of Medicine is 
being actively conducted. 

There is no better manner of perpetuating the 
memory of our deceased medieal friends than by 
establishing a memorial room in the name of 
the departed. <A gift in the name of Dr. Morton 
Prince has been donated. 

Transeripts of medical testimony in court 
trials have been carefully studied, and the reeom- 
mendations of the Chairman on Malpractice De- 
fense is awaited with interest. 

The Committee on Permanent Home has in- 
spected certain sites and may have interesting 
news later. 

Rumors of great activities are coming from 
Plymouth and the annual meeting promises to 
be the best ever. The excellence and the near- 
- ness of the golf course suggest physical diver- 
sion to balance the mental strain. The great 
clambake will be long remembered, but pleas- 
antly we hope and not from a medical viewpoint. 

Drs. Robert B. Greenough and George H. 
Bigelow, President of the Massachusetts Medi- 
cal Society and Commissioner of Health re- 
spectively have been appointed to a committee 
by the American Medical Association with Drs. 
Charles Mayo, Joseph Bloodgood and Morris 
Fishbein to investigate the claims of the Cali- 
fornia scientists who offer a new treatment for 
rancer. Both the committee and State are thus 


re-committed on 


House was drafted 


increased number persons 





honored. 


PRESENTED AT THE QUARTERLY MEETING OF THE 
DirecToRS OF THE RUTLAND SANATORIUM 


It is with profound sorrow that the directors 
of the Sharon Sanatorium record the death, on 
December 20, 1929, of Dr. Vineent Yardley Bow- 
ditch, the founder and Medieal Director of the 
Sanatorium. 

During the past thirty-eight years we have 
all relied on his skill, his interest, and his un- 
tiring devotion to the Sanatorium. On him 
fell the heat and burden of the day. He watched 
and toiled, and carried on with hope and cour- 
age, 

Ile was more than a great physician—skilled 
in diagnosis and treatment—he was the svympa- 
thetic, sincere friend of his patients. His cheer- 
ful manner, his springy step, his soothing voice, 
his fine idealism carried hope and comfort. to 
those who were strugeline against a long con- 
tinued illness. 

We feel thankful that he lived to the 
Sanatorium established permanently in the com- 
munity. The Sanatorium will go on, and we 
who have been inspired by his devotion and the 
beauty of his life will try to continue his good 
work. 


see 


Marcarer D. Porter, Secretary. 


‘“There are men and classes of men that 
stand above the common herd: the soldier, 
the sailor, and the shepherd not unfrequent- 
Iv; the artist rarely; rarelier still, the 
clergyman; the physician almost as a rule. 
He is the flower (such as it is) of our eivi- 
lisation. Generosity he has, such as is 
possible to those who practise an art, never 
to those who drive a trade; discretion, 
tested by a hundred secrets; taet, tried in 
a thousand embarrassments; and what are 
more important, Heraclean cheerfulness and 
courage. So it is that he brings air and 
cheer into the sick-room, and often enough, 
though not so often as he wishes, brings 
healing.’’ 

—Robert Louis Stevenson. 
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MISCELLANY 


TUBERCULOSIS ABSTRACTS 


That pulmonary tuberculosis as commonly seen 
in the adult is preceded by a developmental stage, 
vaguely designated as the “pre-tuberculous stage,” 
which is more or less concealed or latent, has long 
been appreciated. Confusion has arisen out of such 
synonymous terms as infantile, juvenile, tracheo- 


hronchial, hilum, primary complex, Gohn’s tubercle, 
employed by various writers to designate this stage. 
This confusion is largely dissipated by the definition 
adopted by the American Sanatorium Association in 
1929, and to which the author subscribes; namely, 

















Volume 202 
Number 14 





EDITORIAL DEPARTMENT 695 





“Childhood type of tuberculosis is the term used to 
describe the diffuse and focal lesions in the lung 
and adjacent tracheobronchial nodes that result from 
a first infection of the pulmonary tissue with the 
tubercle bacillus”. Roughly, the distinguishing fea- 
ture between the childhood type and the adult type 
of pulmonary tuberculosis is that the former repre- 
sents the reactions of the bacillus on virgin or non- 
sensitized soil and is characterized by cell prolifera- 
tion, while the latter is in the nature of a reinfec- 
tion on sensitized soil and tends toward destruc- 
tion of tissue. 
WIDE VARIETY OF LESIONS 

How the body will withstand the initial infection 
is determined largely by the dosage of the bacillus 
and, to some extent, by anatomical differences de- 
pendent upon the age of the individual. The result- 
ing pathology may vary widely from a rapidly pro- 
gressive, disseminated, miliary involvement to a 
single, small, inconspicuous nodule. A rather typical 

















Tuberculous lesions of the childhood type. The mother of this 
child died a few months after the picture was taken. 


or common form seen in children of the school age 
is that in which the initial lesion may appear any- 
where in the lung but most commonly at the periph- 
ery, followed quickly by an involvement of the lymph 
nodes draining the infected area. Coincident with 
this first encounter of the body cells with the tuber- 
cle bacillus, the entire body becomes sensitized or 
allergic. The primary lesion may be so small as 
to escape detection by the x-ray. The lymph nodes 
which have become enlarged, later caseous, and 
then calcified, cast definite shadows on the x-ray 
film. 


SYMPTOMS AND PHYSICAL SIGNS 


The diagnosis of childhood type of tuberculosis 
is not complete until the extent of the involvement 
and its progress have been determined. A history 
of exposure to tuberculosis from father or mother 
or from a close associate is of great significance. 
There are no characteristic symptoms; the child 
may or may not be underweight, he may show 
signs of fatigue and occasionally exhibit a rise of 
temperature of a degree or two. But even these 
vague symptoms may be absent. Similarly, physi- 





cal signs are either absent or untrustworthy, inas- 
much as the pathology in early cases is not suffi- 
cient to give rise to characteristic physical signs. 

Two procedures, however, enable the _ practi- 
tioner to make a diagnosis: the tuberculin test and 
the x-ray. The tuberculin test determines infec- 
tion. Myers recommends the intracutaneous tech: 
nique, not only because it is more certain but also 
because the variations in the reaction give some 
clue as to the extent and activity of a tuberculous 
process. This test should never be omitted, even 
in older children. The x-ray pictures the lesions, 
particularly those that are calcified. No examina- 
tion for suspected tuberculosis among infants and 
children is complete without this aid, though a 
negative x-ray does not necessarily rule out tuber- 
culosis; miliary disease may progress to a fatal out- 
come while yet the x-ray picture is clear; and 
focal lesions in the parenchyma and the hilum may 
be so smail as to cast no shadow. 


CLOSE CONTACT THE IMPORTANT FACTOR 

The author discusses at {length the etiological 
factors, with special reference to the communica- 
bility of the disease. The idea that tuberculosis is 
inherited is, of course, no longer tenable, but the 
observation of the older writers that ‘tuberculosis 
runs in families” is confirmed and explained on 
the basis of early infection through close contact 
with adult members of the family. Drawing on 
his rich experience, Dr. Myers cites numerous 
cases to illustrate the need of ferreting out the 
source of infection; for example: 

“A student nurse was diagnosed tuberculous in 
September, 1927, and placed in an _ institution 
under treatment. This fall, she is resuming her 
training. An older sister was examined, and al- 
though she did not have the adult form of tuber- 
culosis at that time, there was unmistakable evi- 
dence of the latent childhood type in her chest. 
What was the source of exposure? The older 
sister was inclined to believe that she might have 
ceveloped the disease through intimate contact 
with her sister. However, this did not seem prob- 
able since her disease appeared far older than that 
of her sister. According to the history, there had 
never been a case of tuberculosis in their family. 
In August, 1929, we were asked to see _ the 
mother, who had been brought to a hospital. She 
had frank pulmonary tuberculosis with bacilli in 
the sputum.” 

THE TEEN AGE 

During the teen age, tuberculous lesions of the 
adult type begin to appear with greater frequency. 
They may be seen in all stages of development 
and retrogression. Evidences of tuberculosis in 
children, however slight, must never be ignored, 
for though immediate danger may not seem to be 
imminent, a serious outcome is likely to follow 
unless prompt treatment is instituted. In general, 
the treatment consists in preventing further ex- 
posure of the child to tubercle bacilli, together with 
common sense hygienic care. 
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RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FEBRUARY, 1930 


GENERAL PREVALENCE 


The total number of cases of communicable disease 
reported during February was distinctly high. 


The reported incidence of epidemic meningitis, 
whooping cough, typhoid fever and pulmonary tu- 
berculosis was above the prosodemic index. The in- 
cidence of chickenpox and German measles was also 
high. 


Diphtheria showed a marked drop from the pre- 
ceding few months but was within endemic limits. 


The incidence of lobar pneumonia, scarlet fever, 
non-pulmonary tuberculosis and mumps, was like- 
wise “normal”. 

The reported prevalence of anterior poliomyelitis 
and influenza was low. 

Measles, which is increasing rapidly in prevalence, 
is still below endemic limits. 

Gonorrhea and syphilis were reported in much 
greater frequency, due in part to the changed regula- 
tions. 





RARE DISEASES 

Anterior Poliomyelitis was reported from Quincy, 
1; Springfield, 1; total, 2. 

Dysentery was reported from Lynn, 1; Melrose, 1; 
Waltham, 1; total, 3. 

Encephalitis Lethargica was reported from Boston, 
2; Greenfield, 1; Salem, 2; Springfield, 1; Sterling, 1; 
total, 7. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 6; Cambridge, 1; Charlton, 1; Chelsea, 
1; Great Barrington, 1; Lawrence, 2; New Bedford, 
1; Somerville, 1; Springfield, 1; Waltham, 1; Wor- 
cester, 1; total, 17. ; 

Malaria was reported from Lowell, 1; total, 1. 

Pellagra was reported from Pittsfield, 1; total, 1. 

Septic Sore Throat was reported from Arlington, 1; 
Boston, 6; Cambridge, 1; Concord, 1; Easthampton, 2; 
Everett, 2; Leominster, 1; Lowell, 1; Norwood, 1; 
Plymouth, 1; Walpole, 1; Worcester, 1; total, 19. 

Smallpox was reported from Palmer, 1; total, 1. 

Trachoma was reported from Boston, 6; Fitchburg, 
1; Gardner, 1; Lawrence, 1; total, 9. 

Tetanus was reported from Lynn, 1; total, 1. 

Trichinosis was reported from Cambridge, 2; East 
Bridgewater, 1; Lawrence, 1; Saugus, 1; total, 5. 


MONTHLY REPORT OF CERTAIN COMMUNICABLE DISEASES, 








Cases in Entire Population 


Case Rates per 100,000 Pop. 











Feb. Feb. Prosodemic Epidemic Feb. Feb. Expected 

1930 1930 Index Index 1930 1929 Rate+** 
ALL CAUSES 9640 8193 ~ - 217.3 187.0 - 
Ant. Poliomyelitis 2 3 6* eot* 004 0.7 el 
Diphtheria 3%2 331 340* 1 .le* 8.2 7.6 7.7 
Epes Ce S- meningitis 17 10 8s 2_1** oA e2 e2 
Measles 2008 1517 3464% 6 %* 46.3 34.6 78,1 
Pneumonia, Lobar 666 889 729% o9e* 16.0 20.5 16.4 
Scarlet Fever 1179 1057 14726 o3t* 26 6 24eL 3362 
Tuberculosis, Pul, 413 363 359% 1,2%* 9.3 8.3 8.1 
Typhoid Fever 14 10 lis 1.344 8 2 22 
Whooping Cough 1337 488 949% 1.4** 30.1 ll.el 0.2124 
Chicken Pox 1024 683 - o 23-1 15.6 - 
German Measles 234 67 « = 5.3 1.5 = 
Gonorrhea 503 271 « = 11.3 6.2 «= 
Influenza 30 1675 o ~ ef? 36.0 - 
Mumps 876 369 ~ ~ 19.7 8.2 ~ 
Syphilis 385 89 « = 8.7 2.0 ~ 
Tuberculosis, O.F. 56 47 tad - les 1.1 bad 


* This Index is an attempt to estimate the number of cases based on the trend during 
the past years which can be expected to ocour, and is for the purpose of comparison 
with the number of cases which actually did oocur,. 


** 


This ratio expresses how prevalent the disease is compared with the index men= 


tioned above; 1.0 indicates that the actual number of cases equals the expected number. 
A larger number means a greater prevalence, and a smaller number a lesser prevalence 


than expected. 
half the expected number of cases. 


Thus, 2.0 would indicate twice the expected number of cases, and .5 
The method used to determine the indices is dee 


scribed in the August 18, 1927 issue of the Boston Medical and Surgical Journal. 


*#* Calculated from the Prosodemic Index, 
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GOVERNOR ALLEN IS NOT IN SYMPATHY WITH 
THE BILL TO EXTEND VACCINATION RE- 
QUIREMENTS TO PUPILS IN PRIVATE 
SCHOOLS 
Last year the bill sponsored by Dr. S. B. Wood- 

ward for extending compulsory vaccination to 

private as well as public schools passed the House 
and Senate and according to the Boston Herald of 

March 26, 1930 the bill “was quietly disposed of at 

its enactment stage in the Senate through influence 

exerted by Governor Allen’’. 

After passing the House this year by a substantial 
majority, the bill was killed in the Senate March 25, 
1930 by a large majority reversing the action of a 
year ago. 

Did the Governor again crack the political whip? 





MILK DIETS FAVOR LONG LIVES 


Most of the persons who have lived to be more 
than one hundred years of age seem to have sub- 
sisted largely on milk and dairy products, according 
to Dr. James A. Tobey, writing on “Some Famous 


Centenarians” in the Scientific American for April, 


1930. Dr. Tobey mentions numerous instances of 
real centenarians, . among them Marie Priou, who 
died in 1838 at the reputed age of 158, after living 
for most of her life on goat’s milk and cheese. Nicole 
Marco reached the age of 110 on a diet of bread and 
milk and the same fare helped Ephraim Pratt of 
Massachusetts to live to be 100. As in many other 
instances, Mr. Pratt’s age was claimed to be much 
greater than that, and Dr. Tobey points out that 
many instances of alleged great ages have been 
found on investigation to be unwarranted. There 
have been numerous real centenarians, but only a 
few have attained to many years beyond the century 
mark. 


That a milk diet can actually contribute to longev- 
ity has been shown by scientific experiments on 
animals, according to Dr. Tobey, who cites investiga- 
tions by Professor Henry C. Sherman of Columbia 
University in New York. After ten years of studies 
on more than 400 white rats, Professor Sherman 
found that by doubling the proportion of milk in a 
diet comprised originally of one-sixth whole milk 
powder and five-sixths whole wheat powder, a gain 
of exactly ten per cent. in the span of life resulted. 
This indicates, according to Dr. Tobey, that six years 
might be added to the span of human life in this 
country by means of optimum nutrition, with milk 
playing a leading part. 





A WONDERFUL CLAIM FOR X-RAY THERAPY 


The Boston Herald has published the following re- 
markable claim for x-ray therapy: 

“Vienna, March 11 (A.P.)—Dr. Wolfgang Wieser, 
well known physician, said today that he had dis- 
covered an x-ray treatment by which mentally de- 
fective children could be made to develop normal 
intelligence. He said that after a single x-ray treat- 











ment a remarkable increase in intelligence had been 
observed in children at an institute for imbeciles. 

“This had increased with further treatment until 
normality was reached.” 





WEEKLY HEALTH INDEX 


Telegraphic returns from 64 cities with a total 
population of thirty million for the week ending 
March 22, indicate a mortality rate of 13.9 as against 
a rate of 14.1 for the corresponding week of last year. 
The highest rate (28.0) appears for Memphis, Tenn., 
and the lowest (9.8) for Grand Rapids, Mich. The 
highest infant mortality rate (164) appears for 
Knoxville, Tenn., and the lowest for Oakland, Calif., 
which reported no infant mortality. 

The annual rate for 64 cities is 13.9 for the twelve 
weeks of 1930, as against a rate of 16.5 for the cor- 
responding weeks of 1929. 





MENTAL HYGIENE INSTITUTE 


UNDER THE DIVISION OF MENTAL HYGIENE OF THE 
CONNECTICUT DEPARTMENT OF HEALTH 


A Mental Hygiene Institute has been planned for 
three weeks this summer, lasting from June 30 to 
July 19. 

These plans have developed as a result of the 
great interest in mental hygiene shown throughout 
Connecticut, of the fact that-many people have ex- 
pressed their desire to obtain a more thorough 
knowledge of the subject than can be obtained in 
one or two lectures, and the need felt by social or- 
ganizaiions for workers with insight into the appli- 
cation of the principles of mental hygiene. 

The Institute will be somewhat in the form of a 
Summer School and during the three weeks’ period 
65 hours of lectures and seminars will be given. 
There will be a number of authorities in the field 
of Mental Hygiene as speakers. This Institute is 
under the direction of the Connecticut State Depart- 
ment of Health, and it is felt that the training of 
such workers will materially advance Mental Hygiene 
in this state. 

Arrangements have been made to hold this In- 
stitute at New London. The Connecticut College at 
New London has invited the State Department of 
Health to use its campus for this purpose and ar- 
rangements are being made to accommodate those 
who wish to attend the Institute. New London and 
Connecticut College are ideally located for such a 
summey Institute, as there are many facilities for 
enjoying recreation while attending the sessions. 

The course will be planned so as to interest visit- 
ing nurses, teachers, social workers, probation of- 
ficers, physicians and all socially-minded persons of 
sufficient educational background so that they can 
obtain a working knowledge of mental hygiene. 
There will be no tuition, and expenses connected 
with the Institute will be at a minimum. All per- 
sons interested in attending this Institute should 
immediately communicate with the Division of Men- 
tal Hygiene, State Department of Health, Hartford, 
and further details will be sent on application. 
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STATE WINNER ANNOUNCED 

The Judges of the Second Annual Gorgas Me- 
morial Essay Contest recently announced the Prize 
awards to the state winners. The contest was open 
to High School Juniors and Seniors, and a Gorgas 
medal was recently presented to the students in each 
school whose essay was selected by a faculty com- 
mittee. From these school winners the State Judges, 
generally including the State Health Officer, Secre- 
tary of State, and Commissioner of Education, have 
now selected the state winner, whose paper is thus 
made eligible for the national prizes. 

The Contest is conducted under the direction of 
the Gorgas Memorial Institute of Tropical and Pre- 
ventive Medicine, and is made possible by the gen- 
erosity of Mr. Charles R. Walgreen of Chicago, own- 
er of 2 national chain of drug stores. The Topic 
this year is “The Gorgas Memorial, Its Relation to 
Personal Health and the Periodic Health Examina- 
tion’, and the winning papers deal with various 
phases of health work conducted by the Gorgas Me- 
morial Institute, including the research Laboratory 
in Panema, mosquito control campaigns in the Unit- 
ed States, and a wide program of health education 
which stresses better personal health and the annual 
health audit. 

Last year President Hoover presented the Wal- 
green prize of $500.00 to the national winner, and 4 


similar award for this year’s contest as well as 
cash prizes for second and third places will be 
made in May. 

The New England State winners were: 

Connecticut, Willimantic—William Francis Len- 
non, Jr., Windham High School. 

Maine, Augusta—Evely1 Pearl Crawford, Cony 
High Schooi. 

Massachusetts, Greenfield— Ralph Nathanson, 


Greenfic:d High School. 


<i 
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CORRESPONDENCE 





PUBLIC HEALTH AND POLITICAL EXPEDIENCY 


Mr. Editor: 

Many years ago a member of the Joint Legislative 
Committee on Public Health publicly opposed to vac- 
cination against smallpox privately told me he was 
vaccinated, his wife was vaccinated and all his chil- 
dren were vaccinated, but that he could not be 
elected to the legislature unless he acted as he did. 

For two years the influence of Governor Allen has 
apparently been exercised to prevent my fourteen- 
year-old vaccination bill from reaching him, last year 
after it passed both houses, this year before it 
reached a vote in the Senate, and physicians might 
as well understand that without an exemption on 
religious grounds no similar bill is likely to receive 
his signature. 

That those who have so long seconded my efforts 
to improve conditions, maintain at least our pres- 
ent laws and if possible prevent the catastrophe 
which I truly believe threatens, that they may feel 
that I have left few stones unturned, I ask you to 





give space to two letters addressed to the Chief 
Executive last year to neither of which I received 
an answer, the receipt of the first being not even 
acknowledged by his secretary. 


“My dear Governor Allen: 


The Amendment to the so-called Vaccina- 
tion Bill proposed by Christian Scientists, 
as I understand, not only vitiates the Bill 
passed by both Houses, but destroys the 
value of our present law, making it pos- 
sible for anyone to escape vaccination in 
the schools (public or private), by the claim 
that they are religiously opposed to the pro- 
cedure. This is the Conscientious Objector 
Law which, in England, has produced a pop- 
ulation 50% of whom are not vaccinated at 
all. : 

Should the Bill come back to you with this 
Amendment, I ask for a hearing before you 
sign it, as a veto of such a Bill will, at least, 
leave the Laws as they at present stand. To 
provide that in an emergency the Board of 
Health may, nevertheless, vaccinate, does 
not at all care for the production of pre- 
vaccinated persons. 

The present little flurry in "Gardner came 
from Maine and vaccination after a case was 
found in Gardner, only stopped the epidemic 
after there were nineteen cases in that town 
and several in other places, not one of whom 
had ever been vaccinated previously. 

That is locking the door after the horse is 
stolen, not before the thieves appear. 

Sincerely yours, 


SAMUEL B. Woopwarp.” 


“My dear Governor Allen: 

I am naturally somewhat disturbed over 
the possible wreck of the work of the last 
twelve years, by the Amendment proposed 
on the ground of religion, to the so-called 
Vaccination Bill of this year. 

If the Bill passes in this shape, the pres- 
ent law will have as many loop holes in it 
as a sieve. If one can be exempted from a 
health law on religious grounds, there can 
be consistently no maintenance of quarantine 
or isolation of contagious disease, no en- 
forcement of health rules against any one 
who professes religious objection to any 
measures calculated in the opinion of those 
who should know, to conserve the public 
health. 

Persons with ideas similar to those who 
now appear proposing a modification of the 
vaccination laws, were responsible some 


years ago for a Bill which would absolutely 
prohibit the appointment or election of any 
physician to a Board of Health. 

I would not trouble you further at this 
time were it not that it is reported to me 
from the State House that you are in favor 
of this modification of what I must, I sup- 
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pose, call my Bill and that the Senate will 
act with your wishes in mind. 

I cannot believe this unless I hear it from 
your own mouth, as it seems in direct con- 
tradiction to your attitude on so many vitally 
important sociological matters brought out 
in your inaugural address and emphasized in 
Mr. Ratshesky’s Meeting at the State House 
later. 

Very sincerely yours, 
SAMUEL B. Woopwarp.” 


That the Senate for political reasons should be 
willing one year to reverse its action and that its 
practically unchanged personnel should this year, 
with but five dissenting votes, throw into the dis- 
_card what last year they approved is surely dis- 
couraging to those who stoutly maintain, as do I, 
that the public health is more important than is 
the political advancement of any individual, be he 
Representative, Senator, or the Governor himself. 

SAMUEL B. Woopwarp. 





THE SEQUELAE FOLLOWING THE EPIDEMIC OF 
SORE THROAT—IN LEE 


March 26, 1930. 
New England Journal of Medicine, 
165 Newbury Street, 
Boston, Massachusetts. 
Genilemen: 

Last summer, under the direction of the State De- 
partment of Public Health, I had an opportunity to 
check up on the extent of the sequelae following the 
epidemic of septic sore throat which occurred in 
Lee in June and July of 1928. As this attracted con- 
siderable medical attention, I am submitting a sum- 
mary of the findings to your Journal, the full report 
being available at the office of the State Department 
of Public Health: 

In an attempt to evaluate the extent to which epi- 
demic septic sore throat produces lasting complica- 
tions, a survey was made in Lee, Massachusetts, one 
year after the outbreak which resulted in over 925 
cases and 48 deaths. In this survey 712 individuals 
were visited directly or indirectly, and an attempt 
made on the basis of the histories to evaluate the 
extent of complications. In many cases the history, 
especially where negative, was obtained from some 
other member of the household; whenever possible 
the attending physician was consulted. In no case 
was physical examination done, or any attempt made 
to study the case from a clinical point of view. The 
results are, therefore, a medical interpretation of his- 
tories obtained, often without the whole-hearted co- 
Operation of the patient. 

The most outstanding fact was the scarcity of 
complications of a serious nature. Only 26 persons 
complained of weakness of varying degree, a com- 
plaint common enough following any severe illness, 
particularly when affecting an adult population. Sim- 
ilarly 26 complained of arthritis, seven of these fall- 
ing in the previous category as well. Other compli- 
cations reported were swelling of the legs in two 








cases (one had had septic phlebitis), neuritis one 
case, chronic otitis media one case, deafness one 
case, and three were “said” to have heart involve- 
ments. Of the 712 persons accounted for only 10 
complained of enough debility from weakness or ar- 
thritis to interfere with their previous routine of 
life; all of these were adults, and the majority over 
40 years of age. That arthritis and weakness should 
appear at this age after an illness of this nature is 
hardly surprising. In only four instances, ages 27, 
49, 60 and 68, was there enough permanent damage 
to cause a real disability. 

The reliability of such figures is admittedly open 
to question, being based purely on histories with no 
possibility of estimating to what extent the present 
conditions are but aggravations of preéxisting condi- 
tions. They do, however, serve as a useful appraisal 
of the maximum involvement and show how few per- 
manent complications resulted. 

Yours truly, 
JOHN W. EPTON. 

107 Avenue Louis Pasteur, 

Boston, Mass. 





LITERATURE WITH RESPECT TO MENINGOCOC- 
CUS MENINGITIS IN INFANTS AND EPIDEMIC 
MENINGITIS CONTROL 


The Commonwealth of Massachusetts 
Department of Public Health 
State House, Boston 
March 28, 1930. 


“ditor, New England Journal of Medicine: 

I would appreciate your informing the profession 
through the columns of the Journal that this Derart- 
ment has for distribution the following reprints: 

“Meningococcus Meningitis in Infants.” 

“Epidemic Meningitis Control.” 

The above may be obtained as long as the supply 
lasts by sending a request to the Massachusetts De- 
partment of Public Health, Room 546, State House, 
Boston. 

Yours truly, 
GEORGE H. BIGELow, M.D., 
Commissioner of Publie Health. 


a 
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RECENT DEATH 








CREELEY—Dr. Oscar SLADE CREELEY, a Fellow 
of the Massachusetts Medical Society, died of pneu- 
monia at his home in Watertown, March 29, 1930, 
at the age of 50. 

The son of Thomas L. and Helen Severns Creeley, 
he was born in Belmont August 4, 1879. Following 
a course at the Belmont High School he entered 
Tufts College and received an S.B. there in 1903. 
Going on to Harvard Medical School he took an M.D. 
in 1907 and began practice at once in Watertown. 
He was on the staff of the Symmes Arlington Hos- 
pital and was a member of the Arlington ‘Doctors’ 
Club, of the Newton Medical Club and of the Boston 
Medical Library. 
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Dr. Creeley is survived by his widow, who was 
Miss Genevieve Jules of Lynn, and by a son and a 
daughter. 


_ 
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NEWS ITEMS 


DR. EDWARD M. HODGKINS ADDRESSES THE 
YORK COUNTY MEDICAL SOCIETY—Dr. Edward 
M. Hodgkins, assistant professor of surgery at Tufts 
College Medical School, is scheduled to read a paper 
before the York County Medical Society, York, Me., 
April 3. The paper is illustrated by Dr. Hodgkins’ 
lantern slides, and is on The Problem of Curing 
Recurrent Inguinal Hernia. 








DR. P. E. TRUESDALE ADDRESSED A MEET- 
ING OF THE PAWTUCKET COUNTY MEDICAL 


SOCIETY—On Thursday evening, March 20, 1930 Dr. 
Philemon E. Truesdale lectured before the Paw- 
tucket County Medical Society on the Value of the 
Talking Motion Picture as a Means of Increasing the 
Interest in Medical Meetings and Hospital Staff Con- 
ferences. 

Of the four talking films shown the feature pic- 
ture was an adaptation of a medical poem by Oliver 
Wendell Holraes entitled “The Morning Visit’. 





NEW MENTAL HYGIENE CLINIC FOR FALL 
RIVER--On January 15 there was opened in the 
Board of Health Rooms of Fall River a Mental Hy- 
giene Clinic operated for the benefit of the com- 
munity by a staff from the Taunton State Hospital. 
The psychiatrists in charge are Dr. Ralph M. Cham- 
bers, Superintendent of the Hospital, Dr. Joseph R. 
Barrett. Dr. Louisa Boutelle; the social workers and 
psychologists will be Miss Emma Shaw Lowe, Miss 
Annie Heal, and Miss Margaret K. Chapin. The 
Clinic hours are from 9:30 to 12 on Wednesday 
mornings. 

Any case presenting a mental problem referred 
to the Clinic by physicians, school or court authori- 
ties, or social agencies will receive careful study.— 
Mass. Society for Mental Hygiene, Inc. 

APPOINTMENT OF DR. CADIS PHIPPS — Dr. 
Cadis Phipps has been appointed Professor of the 
Theory and Practice of Medicine at Tufts College 
Medical School. 

Dr. Phipps was graduated from Harvard Univer- 
sity with the class of 1903, and from Harvard Medi- 
cal School in 1907. He is on the medical staff of the 
Boston City Hospital, and is consulting physician 
to the Choate Memorial Hospital, Woburn, and the 
Jordan Hospital, Plymouth. 


ee 


NOTICE 


UNITED.STATES CIVIL SERVICE 
EXAMINATIONS 





The United States Civil Service Commission an- 
nounces the following 
tions: 


open competitive examina- 








Senior Medical Technician, $2,000 a Year 
Medical Technician, $1,620 a Year 
(a) Bacteriology 
(b) Roentgenology 
Applications for senior medical technician and 
medical technician must be on file with the Civil 
Service Commission at Washington, D. C., not later 
than May 7, 1930. 
a 


REPORTS AND NOTICES OF 
MEETINGS 





PLYMOUTH DISTRICT MEDICAL SOCIETY 


The regular meeting of the Plymouth District Med- 
ical Society was held at the Moore Hospital in Brock- . 
ton, Thursday, March 20, 1930. The meeting was 
called to order by the President of the Society, Dr. 
Thomas H. McCarthy, at 11:15 A. M. 

Dr. McCarthy announced that before proceeding 
with the program of the day a short business meet- 
ing would be held. The report of the Secretary for 
the previous meeting was omitted. The Society re- 
ceived a letter from Dr. J. D. Bacon in appreciation 
of the flowers that were sent by the Society to the 
funeral of Mrs. Bacon. Dr. McCarthy announced 
that as this was the last meeting before the elec- 
tion of officers for next year, the election of a nom- 
inating committee was in order. 

Dr. David B. Tuholski nominated Dr. R. B. Rand of 
Abington, and Dr. Wilfred G. Brown of Plymouth. 
The nominations were then closed and the nominees 
unanimously elected. Dr. McCarthy then appointed 
Dr. J. P. Shaw of Brockton as Chairman of that Com- 
mittee, to bring in a list of officers for the ensuing 
year to be voted upon at the next meeting. He 
announced that the next meeting would be held at 
the Commercial Club Brockton, on April 17, 1930, 
at 6:30 P. M. The annual oration would be given 
at that time by Dr. Fred Weiner, who would take 
for his subject, “The Management of the Prostate 
Gland from a Medical and Surgical Standpoint”, and 
would illustrate his oration by the aid of moving 
pictures. The program of the day then proceeded. 

The subject of discussion was “Acute Intestinal 
Obstruction”. The President introduced as the first 
speaker of the morning, Dr. Max Ritvo, Consulting 
Roentgenologist of the Moore Hospital, who took for 
his subject “X-ray Studies of Acute Intestinal Ob- 
struction and Lesions of the Small Intestine’. Dr. 
Ritvo, as the pictures were shown, gave a splendid 
talk and explanation of the pictures showing reten- 
tion of gases of both the small and large intestines, 
ulcer of the duodenum, carcinoma of the stomach, 
ptosis, displacement of the small bowel, pregnancy 
at five months and full term, pelvic tumors, scrotal 
hernias, ascites, low grade abscess, intestinal tuber- 
culosis, adhesions of tubercular peritonitis and in- 
testinal obstruction following gastroenterostomy. He 
gave a description of the preparation of the barium 
meal and the usual procedure in giving barium 
enemas. Dr. Ritvo stated that in using the fluoro- 
scope a great deal of care must be exercised and 
that he usually used both hands in all of his fluoro- 
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scopic examinations of appendix cases, in order to 
get the best possible results in the diagnosis. 

At the conclusion of his remarks Dr. Ritvo an- 
swered many questions from physicians that were 
present. He was given enthusiastic applause at the 
conclusion of his part of the interesting program. 


Dr. McCarthy then introduced Dr. George A. Moore, 
Chief Surgeon of the Moore Hospital, who took for 
his subject “Surgical Treatment in Acute Intestinal 
Obstruction”. Dr. Moore stated that the symptoms 
of acute obstruction accompany a history and ab- 
dominal signs of chronic obstruction. There is 
vomiting greater in proportion to the height of the 
obstruction. There is seldom fecal vomiting. When 
a case of this kind is seen the intestinal contents 
putrefy and become fecal above the obstruction. They 
are not transferred from below. It never consists of 
formed feces. There is tympanites which is due to 
the stoppage of blood supply and to the blocking 
of the lumen of the gut. Tenderness and rigidity 
are not present in the early stages in the acute 
form except in volvulus from distention. There is 
tenesmus in colonic obstruction. Peristalsis is best 
seen after food or abdominal stimulation by the 
pressure of the finger tips. In the course of his 
remarks Dr. Moore showed two colored pictures 
of obstructions that he had removed. from a male 
patient 73 years old. He had an acute intestinal 
obstruction due to intussusception and the intussus- 
ception was caused by an adenocarcinoma of the 
ileum. Dr. Moore did a resection of the segment 
of intestine containing the adenocarcinoma and then 
an end-to-end anastomosis. The patient had a very 
remarkable convalescence. 


Dr. Moore stated that he had had 106 cases of 
intestinal obstruction at the Moore Hospital. He 
stated that in operating on acute intestinal obstruc- 
tion cases, a great deal depended upon the condition 
of patients when they entered the hospital. If the 
condition of the patient was good, the operation 
could be started most any time after admission to 
the hospital. If not, blood chemistry played an im- 
portant part. He would not start the operation if 
the patient could stand glucose well. Do not give 
ether if you can possibly avoid it, because of the 
danger of paralyzing peristalsis. Spinal anesthesia 
is sometimes the best anesthetic to use although, 
if the patient is extremely toxic, he is not a good 
surgical risk. Too little surgery is better because 
it gives the patient a better chance. Sometimes the 
operator has to do an operation that is not ideal 
and thereby the patient is saved. 


Dr. Moore’s remarks were given rounds of ap- 
plause by the sixty-five physicians and surgeons who 
were present. 


Before introducing the next speaker the President 
paid Dr. George A. Moore a very glowing tribute 
as to his ability as a surgeon and the manner in 
which he had entertained the members of the 
Plymouth District Society while he had been its 
presiding cfficer. “Dr. Moore merits your support 
because of his unselfish manner in entertaining us 
each year with an excellent program.” Dr. McCarthy 


Chester Jones, Internist of the Massachusetts Gen- 
eral Hospital. Dr. Jones as the last speaker of the 
day took for his subject, “The Diagnosis of Pre- 
operative and Post-operative Treatment of Acute In- 
testinal Obstruction”. 

Dr. Jones stated in his preliminary remarks that 
Dr. Max Ritvo and Dr. George A. Moore had been 
so exhaustive in their remarks about acute intestinal 
obstruction that he did not feel that he could add 
very much to what had already been said. How- 
ever, Dr. Jones spoke well on his subject. He 
demonstrated his views by charts. He spoke first 
of the physiology of intestinal obstruction. He 
demonstrated each factor very thoroughly and said 
that the most common causes of acute intestinal ob- 
struction were cancer and ulcer. He said that in 
preparing for an operation, common table salt in 
solution would help these patients for a long time 
before the operation and that they could be kept go- 
ing for days with NaCl and 5-10% glucose. In sup- 
plying these patients with salt and fluids, you can 
check up with the x-ray findings. Of course if it is 
possible, you can x-ray these patients before this line 
of treatment is begun. In cancer of the pylorus, 
there have been cases that have had from six to 
eight months of comfort after the operation and in 
some cases the patients have gained from thirty to 
forty pounds. It is often difficult to make a dif- 
ferential diagnosis. In hernias the external rings 
are usually examined. In peritonitis, especially acute 
appendicitis, the abdomen is rigid, tender and dis- 
tended early. Vomiting is small and never dis- 
tinctly fecal. Sometimes it is confused with gastro- 
intestinal irritation where there is an acute enteritis. 
The site of the obstruction is sometimes difficult to 
determine. In the small intestine, there is early ° 
vomiting, which is sometimes very copious. The dis- 
tention is central with parallel peristaltic coils and 
the symptoms are acute with rapid collapse. In 
the large intestine the vomiting develops later, the 
distention and peristalsis may be in the line of the 
colon, but if there is tenesmus and the passage of 
blood and mucus it will suggest the colon. The 
course and collapse is often slower when the site is 
in the large intestine. As for the treatment if the 
patient is in good condition, operate as soon as pos- 
sible. If not in good condition, attempt treatment 
by the common salt and glucose method. 

Dr. Jones’ remarks were received with hearty ap- 
plause, and numerous questions were asked and 
readily answered. 

This meeting was attended by over sixty-five physi- 
cians and surgeons from all the surrounding towns in- 
cluding Whitman, the Bridgewaters, North Easton, 
Mansfield, Plymouth, Hanover, Abington, Stoughton, 
Randolph, Holbrook, Marshfield and Rockland. Dr. 
Moore and his assistants served a very fine luncheon 
to the very large number of physicians and surgeons 
that were entertained at his hospital. Dr. Thomas 
H. McCarthy, President of the Plymouth District 
Society, deserves a great deal of credit for his tire- 
less efforts in building up the attendance at these 
Medical Meetings. The meeting was a compliment 
to his efforts as President of this Society. There 
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impossible for them to be accommodated in an ideal 
manner. It was surely a meeting that was very 
gratifying to President McCarthy and Dr. George A. 
Moore, the host. 





ABSTRACT OF A LECTURE BY PROFESSOR 
SELIG HECHT 


Under the auspices of the Howe Laboratory of 
Ophthalmology at the Harvard Medical School, Pro- 
fessor Selig Hecht of Columbia University lectured 
on “The Nature of the Visual Process”, on Tuesday, 
March 11, 1930. Visual light as described by the 
speaker varies in two ways, wave length and in 
intensity. It is translated into consciousness by the 
eye into quality and quantity. This first lecture 
dealt mainly with quantity. 

Visual acuity is the capacity of the eye for deter- 
mining details, and is measured by the minimum 
visual angle. By definition a visual acuity of unity 
is the angle of one minute subtended upon the retina. 
As the illumination increases, the acuity increases. 
Koenig in 1890 found a definite ratio between these 
two variables, that is, as the log of the amount of 
illumination is to the acuity. Visual acuity repre- 
sents the “resolving power” of the retina. This 
resolving power varies with the distance apart of the 
elements of the surface or the number of elements 
in a given area. Since the number of elements per se 
does not vary in the retina, one must explain the 
difference of acuity on the other basis. Professor 
Hecht explains this by comparing it to a population, 
and like a population the elements vary in sensitivity. 
As the light becomes brighter, more cones of less 
sensitivity come into play and the acuity is increased. 

Other variables must be considered. First, the 
contraction and dilatation of the pupil in accom- 
modation to light must be considered. The rods at 
the periphery of the eye must be thought of. These 
rods work only in low dim light in contrast to the 
cones in the centre of the eye. Professor Hecht pre- 
sented curves to show these differences graphically, 
30 intervals observed in Rod population, and 442 in- 
tervals observed in Cone population. 

Experiments on arthropods who have eyes without 
lenses gave similar results qualitatively. It was 
shown, however, that human visual acuity is one 
hundred times that of a bee. 

The intensity of visual acuity has been approached 
from two points of view. In 1909 Keith-Lucas worked 
out a step-curve for muscle intensity, that is, each 
step in the curve represented a new muscle fibre 
acting. On the other hand, as Dr. Forbes suggested, 
this intensity may vary with the frequency of nerve 
impulses. Applying these theories to the eye one 
may say that the intensity of perception may vary 
either with an increase of functional elements 
“parallel with the increase in illumination, or with 
the frequency of nervous discharge from each 
element. 


The second lecture on “Color Vision’ was given 
on Thursday, March 13, 1930. Professor Hecht 








pointed out that the sensation produced by light is | Hotel Somerset, Boston. 


composed of color mixture and three other variables: 
hue, brightness, and saturation. 

If the spectra of white is seen, it can roughly be 
divided into three colors, blue, green, and red. If 
careful differentiation is done, one hundred and 
eighty distinct colors may be made out with cer- 
tainty. All of these colors may be made by a mix- 
ture of the three primary colors. On this hasis 
Thomas Young 130 years ago said that there were 
in the eye three kinds of fibres sensitive to these 
three colors. In 1860 Helmholtz resurreeted the 
idea which was promptly attacked. Hering and 
others said that there were yellow fibres in the eye, 
basing their conclusions on the fact that blue and 
green gave a bluish green, blue and red a bluish red, 
but red and green gave yellow, and furthermore if 
red, green, and blue were mixed, white was the re- 
sult. A big problem remained. If red is shown in 
one eye, and green in the other, the brain perceives 
yellow, thus indicating that there cannot be end 
organs for yellow in the eye. 

Koenig found in graphing the spectrum of the 
three primary colors that some of his lines went be- 
low his base line. He maintained there is no nega- 
tive color and proceeded to lower the base line. He 
admitted that the colors varied in brightness, but 
said one could not measure brightness. He invented 
curves which varied in height, but covered the same 
area. Today it is known that to attain a white color, 
one must mix one part of blue, 75 parts of green, and 
100 parts of red, thus showing that the areas of in- 
tensity are not the same to attain the same degree 
of brightness. On this basis, Professor Hecht 
showed that it would be necessary to have the fibres 
in the eye as 1 blue: 75 green: 100 red. This would 
mean that blue could never be as bright as red or 
green, which is not true. On the other assumption 
of the fibres in the ratio of 1:1:1, the facts can not 
be explained either. Therefore, we are again con- 
fronted with a problem. 

The third variable is that of saturation. To make 
white, the amounts of two colors vary. The more 
yellow in one color, the more of that one needed to 
make white. Helmholtz said this was due to satura- 
tion or color sensation producing power. Professor 
Hecht showed that it was due to the fact that yellow 
already had so much white in it that much more was 
needed to counteract the other color. 

And so, Professor Hecht concluded, nothing defi- 
nite can yet be said. Color mixture can be accurately 
described, but none of the other three. He then 
proposed three curves from which these four things 
may be obtained by measurements and described 
their mathematical simplicity. He emphasized that 
measurements of color relationships are quantita- 
tively interrelated. 

He concluded by hoping that his lectures might 
have been some inspiration as guiding notions for 
further studies. 





THE GREATER BOSTON MEDICAL SOCIETY 


The Greater Boston Medical Society will hold a 
social meeting on Tuesday, April 22, 1930 at the 
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THE HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Amphitheatre of the Peter Bent 
Brigham Hospital at 8:15 on the evening of Tuesday, 
April 8. 

Program: 

Presentation of cases. 

Paper of the evening is ‘The Gradient of Vascular 
Permeability”. By Dr. Peyton Rous, Member of the 
Rockefeller Institute for Medical Research. 

WILLIAM P. Murpuy, M.D., Secretary. 





NEW ENGLAND SOCIETY OF PSYCHIATRY 
The regular Spring meeting of the Society wili be 
held with Dr. William A. Bryan at the Worcester 
State Hospital, Worcester, Massachusetts, Thursday, 
April 10, 1930. 
PROGRAM 
“The Psychologist in the State Hospital,” by David 


-Shakow, Psychologist, Worcester Child Guidance 


Clinic; Psychologist, Worcester State Hospital. 

“The Potentially Psychotic Child in the Child 
Guidance Clinic,” by Samuel W. Hartwell, M.D., Di- 
rector, Worcester Child Guidance Clinic; Director, 
Worcester State Hospital Out-Patient Department. 

Each paper will be twenty minutes in length. 

11.00 A. M. An exhibit showing some phases of 
the medical and psychiatric work of the Hospital 
will b2 open for the inspection of the members in 
the Hospital Chapel on the third floor. Those who 
desire to do so are invited to make a trip through 
the wards. 

12.30 P. M. Inspection of the Patients’ Cafeteria. 

1.15 P. M. Lunch. 

2.30 P. M. Meeting in the Hospital Chapel. 

The following names have been proposed for active 
membership: 

Dr. Joseph E. Barrett, Taunton, Mass. 

Dr. William Andrew Hunter, Gardner, Mass. 


Please communicate with Dr. Bryan not later ‘han 
April 5. Kindly indicate, also, if you wish to be met 
at the station. 

Hartan L. Paine, M.D., Secretary-Treasurer. 

Box Z, North Grafton, Mass. 

NEW ENGLAND HEALTH INSTITUTE 
APRIL 14 TO 18 
MENTAL HYGIENE SECTION 

The Mental Hygiene Section of the New England 
Health Institute will be held at the Hotel Statler, 
Boston, all day Friday, April 18, under the Chair- 
mansgship of Dr. Henry B. Elkind, Medical Director of 
the Massachusetts Society for Mental Hygiene. .There 
will also be a mental hygiene lecture on Thursday 
morning at 10.30. The program, which has been 
planned to cover as many aspects of mental hygiene 
in its relation to community problems as possible, is 
briefly as follows: 

April 17: 10.30—Developments in Mental Service. 
Dr. William A. Bryan, Worcester. 

April 18: 9.30—Mental Hygiene in Public Health 
Nursing Organizations. Miss Marie L. Donohoe, 
Boston. 


10.00—Newer Trends in Educational Work in the 
Field of Mental Hygiene. Miss Sybil Foster, Boston. 
10.30—Habit Clinics: Their Purpose, Organiza- 
tion and Administration. Dr. D. A. Thom, Boston. 
11.30—The Technique of a Mental Hygiene Exam- 
ination. Dr. Paul J. Ewerhardt, Providence, R. I. 

2.00—Mental Hygiene in a Public Health Program. 
Dr. James L. McCartney, Hartford, Conn. 

3.00—Mental Hygiene Aspects of the New Crimi- 
nology. Dr. Forrest C. Tyson, Augusta, Maine. 

4.00—An Adequate Community Program for the 
Care of the Feeble-Minded. Dr. Benjamin W. Baker, 
Laconia, N. H. 


SPECIAL CLINIC FOR PHYSICIANS 


A special clinic for physicians is to be held at the 
Boston Psychopathic Hospital on Thursday, April 17, 
from 10 to 12 o’clock, under the direction of Dr. 
C. Macfie Campbell. 

A registration fee of $1.00 entitles one to attend as 
many of the lectures as desired. A complete program 
can be secured in advance from the State Department 
of Public Health, Room 315, 15 Ashburton Place, 
Boston. 


<i 
— 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


1929-1930—Massachusetts Dietetic Association. Com- 
plete schedule appears on page 852, issue of October 24, 
1929. 

March-October — International Medical Postgraduate 
Courses in Berlin. Complete notice appears on page 853, 
issue of October 24, 1929. 

_April 8—The Harvard Medical Society. Complete no- 
tice appears elsewhere on this page. 

April 10—New England Society of Psychiatry. Detailed 
notice appears elsewhere on this page. 

April 14-18—New England Health Institute. Complete 
notices appear on page 55, issue of January 2, and else- 
where on this page. 

April 16-18—Third Physical Therapy Convention. De- 
tailed notice appears on page 603, issue of March 20. 

April 22—The Greater Boston Medical Society. Detailed 
notice appears on page 702. 

April 30—New England Obstetrical and Gynecological 
Society. Complete notice appears on page 655, issue of 
March 27. 

May 2—Annual Meeting of the American Society of 
Stomatologists. Detailed notice appears on page 92, issue 
of January 9. 

_May 5-10—First International Congress on Mental Hy- 
giene. Detailed notice appears on page 93, issue of Janu- 
ary 9. 

September 4-8—Fifth International Congress on Physio- 
therapy. Complete notice appears on page 906, issue of 
October 31, 1929. 

October 27—The American Public Health Association. 
Detailed notice appears on page 1271, issue of Decem- 
ber 19, 1929. 


DISTRICT MEDICAL SOCIETIES 
Essex North District Medical Society 


May i1—Thursday—Censors’ meeting at Hotel Bartlett, 
95 Main Street, Haverhill, (Telephone 3430) at 2 P. M. 
sharp. Candidates should present their diplomas to the 
Secretary one week in advance. 

May 14—Wednesday—Annual Meeting, at Anna Jaques 
Hospital, Highland Avenue, Newburyport, Mass., at 12 
noon. Subject, “Infective Foci: Sense or Nonsence’’. 
There will be talks and discussions on the subject trom 
individual points of view, by seven physicians engaged 
in nine of the specialties of medicine, and from the dental 
standpoint. 

Thursday, May 1, 1930—Censors meet for Examination 
of Candidates at Salem Hospital at 3:30 P. M. 

J. FORREST BURNHAM, M.D., Secretary. 





Essex South District Medical Society 


Tuesday, May 13, 1930—Annual Meeting. The Tavern, 
Gloucester. Speaker: Dr. ©. Macfie Campbell, Director 
of Boston Psychopathic Hospital. Subject to be an- 
nounced later. Ladies invited. Dancing. 





R. E. STONE, M.D., Secretary. 
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Franklin District Medical Society 
The next meeting of the Franklin District Medical 
Society will be held at the Weldon Hotel, Greenfield, 
Mass., on the second Tuesday of May, at 11 A. M. 
CHARLES MOLINE, M.D., Secretary. 


Hampshire District Medical Society 
April 9—This meeting will occur at 11 A. M. and will 
be held at the Dickinson Hospital, Northampton. 
The Annual Meeting will be held in May. 
LUTHER O. WHITMAN, M.D., Secretary. 


Middlesex East District Medical Society 


May 13—At Unicorn County Club, Stoneham. 
ALLAN R. CUNNINGHAM, M.D., Becretary. 


Middlesex South District Medical Society 

April 16, 1930—Annual Meeting. Commander Hotel, 
Cambridge. Program to be announced. 

May, 1930—Censors’ meeting. 

ALEXANDER A. LEVI, M.D., Secretary. 
Norfolk District Medical Society 

May 1, 1930—The Censors meet for the examination 
of candidates, in the Roxbury Masonic Temple, 171 War- 
ren Street, Roxbury, at 4:00 P. ] 

Applications must be in the hands of the Secretary 
at least one week previous to date of examination. 

May 6, 1930—Annual Meeting. Program to be an- 
nounced, 

Owing to inability to engage the Roxbury Masonic 
Apartments on the last Tuesday of the month, such 
meetings as will be held in the Roxbury Temple will be 
held Monday evenings as per the dates above. 

FRANK S. CRUICKSHANK, M.D., Secretary. 


Plymouth District Medical Society 


April 17, 1930—Annual Meeting, Commercial Club, 
Brockton, 7 P. M. Election of officers. Annual oration, 
Dr. Frederick F. Weiner, ‘“‘The Management of Prostatic 
Diseases’, with moving pictures. 

G. A. MOORE, M.D., Secretary. 
a ee 


BOOK REVIEWS 


Bacteriology for Nurses. 
F. A. Davis Company. 
edition. Pp. 282. 


By Harry W. Carey, M.D. 
Philadelphia, 1930. 3rd 
Price $2.25. 


This is a satisfactory elementary text for the use 
of nurses. In any text of this type there are many 
omissions, according to what the author considers 
relatively unimportant. 

Those points of bacteriology particularly practical 
for nurses are not covered as fully as might be de- 
sired and certain statements the reviewer cannot en- 
tirely agree with, such as the advisability of substi- 
tuting carbolic acid for chlorinated lime in the dis- 
infection of stools. The emphasis placed on gaseous 
disinfection seems rather unnecessary. A _propor- 
tionately small space is devoted to the important sub- 
ject of wound infection. 

However, any nurse with a thorough understanding 
of the information contained in this book would 
certainly have knowledge of bacteriology adequate for 
her needs. 


A System of Bacteriology. Volume 4. 
search Council (Gt. Britain). 
Stationery Office, London, 1929. 


Medical Re- 
Published by H. M. 


This is the second volume to appear in this series 
and deals with the enteric group of ‘Gram-negative, 
the vibrios, and the Pasteurella group. The material 
is well presented and easily read. In the absence of 


the general index which is to appear in a later vol- 
umé, one hesitates to point out deficiencies which 





may be removed in another volume. In fairness to 
all, it is better to defer criticisms of the information 
contained in these volumes until they are all avail- 
able. Meanwhile, it is no exaggeration to say that 
the series represents a desirable acquisition for any 
bacteriologist or bacteriologic laboratory. 


The Eye in General Medicine. 
say, M.D., LL.D. 
1929. Price $5.00. 


By A. MAITLAND RAM- 
William Wood and Company, 


This is a new edition of “Diathesis and Ocular 
Diseases” with an entire rearrangement of the sub- 
ject matter and many additions. The principal eye 
diseases are discussed from the standpoint of their 
pathological physiology. Stress is laid upon the 
constitutional factors in the etiology and treatment 
of ocular diseases; such as, metabolic disorders, de- 
fective elimination, and various functional derange- 
ments. Infective and toxic eye troubles are regarded 
in their relation to the whole organism. The eye 
specialist is reminded again that in many eye 
troubles general treatment is equally if not more 
important than local, and closer codperation is urged 
between the oculist and internist. The book is a 
stimulating, one to read, though the American reader 
may feel that too much stress is placed on empirical 
treatment. One can hardly fail to take exception 
to a number of the author’s statements. Such as 
that ‘‘by far the larger proportion of cases of scleritis 
are undcubtedly due to defective elimination” (page 
80). Iso, defective elimination is taxed as a fre- 
quent cause of acute retrobulbar neuritis, and acute 
congestion of the nerve-head is described as always 
present. As a matter of fact, in many cases no 
change of the nerve-head can be demonstrated until 
the signs of atrophy set in. 


A Text Book of Psychiatry for Students and Practi- 
tioners. By D. K. HENDERSON and R. D. GILLESPIE. 
2nd Edition, 1930. Oxford Medical Publications, 
Oxford University Press, London. Price $5.50. 


First published in 1927, this book is now published 
in a second edition. As stated in the preface, “a 
number of minor additions and emendations have 
been made”. The book is six pages longer and the 
changes made are hard to find. A second edition 
after three years is well deserved for as stated in the 
review of the first edition: 

This book is an excellent one. It is up-to-date, 
sane, and conservative in its evaluation of the re- 
cent trends in psychiatry, well constructed and well 
indexed. In addition to the explanatory text there 
are many case histories cited to amplify the reaction 
types discussed. 

Being written by two Scotchmen, and based upon 
clinical material observed at the Glasgow Royal Men- 
tal Hospital; the Phipps Clinic in Baltimore; the 
Psychiatric Institute of New York, Ward’s Island, 
New York; the Cassel Hospital in Kent, England; 
and Guy’s Hospital in London; it is unusually well 
founded. The influence of Adolf Meyer is evident. 

In short, this textbook presents the teachings of 
the present leaders in psychiatry in England and 
America and does so in a very satisfactory manner. 
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